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to fractures (p. 312) is one of a number of 
interesting and valuable abstracts in the 
section devoted to orthopedic surgery in this 
month’s issue of the ABsTRAct.  Bristow’s 
paper on internal derangements of the knee joint 
(p. 309) and the interesting discussion it arous- 
ed, and Mueller’s report of the experimental 
effect on joints of long-continued immobilization 
(p. 311) are also worthy of particular mention. 
Siris’ analysis of 181 cases of elbow fracture and 
dislocations (p. 315), Zadek’s recommendations 
as to treatment in separation of the lower epiphy- 
sis of the radius (p. 316), Montgomery’s report 
of a case of separation of the upper epiphysis of 
the radius (p. 315), and Sever’s review of twenty- 
eight cases of fractures of the head and neck of 
the radius (p. 315) form a comprehensive sympo- 
sium on the subject of injuries of the elbow and 
forearm. 
Thompson’s study (p. 318) of the circulatory 
changes following ligation of the common iliac 


S" RoBERT JONEs’ discussion of crippling due 


artery and Haselhorst’s observations (p. 317) on. 


the results of experimental air embolism are help- 
ful contributions to the subject of blood-vessel 
surgery. 


EDITOR’S COMMENT 


The interest manifested among German sur- 
geons in the subject of early operation for gall 
stones is reflected in two reports setting forth the 
views and experiences of a considerable number 
of mid-European surgeons (p. 290). 

A discussion of peptic ulcer and its treatment 
(p. 275) by Balfour of Rochester, the recommen- 
dations of Walton of London as to the manage- 
ment of ulcers of the body of the stomach (p. 276), 
and a description of the technique of gastrectomy 
(p. 279) by DeMartel of Paris form an interesting 
group of papers on some important features of 
gastric surgery. The frequency and seriousness 
of gastric carcinoma is emphasized in reports 
by Usawa (p. 277) and Taniguchi (p. 278) of two 
large series of cases from the Imperial Kiushu 
and Miyaki University clinics of Japan. 

Bell’s comprehensive discussion on the use of 
infundibulin (p. 298), Bowing’s report of the 
cellular changes observed in irradiated tissue, 
with particular reference to cancer of the rectum 
(p. 285), and Dittrich’s review of the methods 
of treatment and the results obtained in various 
clinics in cases of furuncle of the face (p. 259) 
emphasize three important phases of surgical 
interest. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Suma: Osteomyelitis of the Cranial Bones Follow- 
ing Suppuration of the Ear and Frontal Sinuses 
(Osteomyelitis der Schaedelknochen nach Ohr- und 
Stirnhoehleneiterungen). Casop. lék. cesk., 1925, xiv, 
166. 


The author states that cases of osteomyelitis of 
the frontal bones constitute barely 3 per cent of all 
cases of osteomyelitis. This condition occurs most 
frequently in women in the second and third dec- 
ades of life. 

The causes are usually the same as those respon- 
sible for suppuration of the ear and frontal sinus. 
The condition may develop at any stage of aural 
or frontal sinus suppuration. Traumata followed by 
effusions of blood which become directly or second- 
arily infected are also considered important etiologi- 
cal factors. 

The spread of the infection from the middle ear 
and frontal sinus to the diploé may occur by con- 
tinuity from the diseased mucous membrane to the 
bony wall or by way of the blood and lymph streams. 
An important factor is the formation of a subperi- 
osteal or extradural abscess, which is characteristic 
of osteomyelitis of the cranium. The dura mater 
is either compressed by the extradural abscess or 
thickened. However, a fistula in the bone which 
might transmit the suppuration to the periosteum 
or the dura is not to be found. 

Histologically osteomyelitis of the cranium re- 
sembles that of the long bones. When the bone mar- 
row becomes infected and the disease focus is not 
completely removed the process advances and may 
attack even the occiput. 

In the most acute forms there are frequently en- 
docranial complications with exophthalmos, oedema 
of the eyelids, chemosis, and immobility of the eye- 
balls due to paralysis of the oculomotor fibers. The 
liver and spleen are enlarged, and the fever is septic 
or shows irregular remissions. In such cases death 
occurs in from one to two weeks. 
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If the focus is surgically removed and if the proc- 
ess does not show a tendency to spread, the wound 
closes and healing results. If there is no tendency 
toward healing, the process progresses constantly 
and either a septicopyemic condition or complica- 
tions within the cranial cavity such as sinus throm- 
bosis and leptomeningitis result. 

In involvement of the temporal and frontal bone 
the prognosis is more favorable than in involvement 
of the occipital and parietal bones. 

According to Neff, the characteristics of the acute 
progressive otogenous osteomyelitis are an acute 
septic picture, foetid otorrhoea, without destruction 
of the drumhead, cedema of the hairy portion of the 
scalp, necrosis of the temporal bone, subperiosteal 
and epidural abscesses in the region of the diseased 
bone, thrombophlebitis, and usually a fatal ter- 
mination due to phlebitis of the sinus and organic 
metastases. 

According to Guisez, the treatment is preventive 
and curative. Since osteomyelitis of the cranial 
bones is a complication of otitis or sinusitis, the only 
preventive therapy is early radical operation for 
mastoiditis or sinusitis. Every inadequate inter- 
ference predisposes to the complication. For a cure, 
resection of the diseased bone as far as healthy tissue 
is necessary. 

In conclusion the author reports four cases. 

Kocu (Z). 


Dittrich, R.: Furuncle of the Face (Ueber Gesichts- 
furunkel). Beitr. 2. klin. Chir., 1924, cxxxii, 671. 


According to the most recent figures, the mortal- 
ity of furuncle of the face is 8.8 per cent. At the 
Breslau Clinic, 112 cases have been treated. The 
situation of the furuncle was as follows: upper lip, 
forty; external auditory canal, twenty-four; cheek, 
fourteen; nose, twelve; forehead, eight; chin and 
lower angle of the jaw, eight; region of the temple 
and eye, three; and lower lip, three. The furuncles 
of the upper lip alone constituted almost 50 per 
cent of the entire number. 
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In the etiology, a general predisposing condition 
such as diabetes plays an important part. Accord- 
ing to Seitz, an alimentary hyperglycemia is pre- 
requisite for the development of carbuncles. Other 
factors of importance are: (1) laxity of the sub- 
cutaneous tissues; (2) frequent skin lesions of the 
face such as eczema, impetigo, sycosis, acne pus- 
tules, and an “unclean complexion”; (3) frequent 
exposure to infection due to touching of the face 
with the hands; (4) the action of the mimic mus- 
culature, whereby infectious material is pumped 
into the surroundings of a furuncle; and (5) the topo- 
graphical relations of the soft parts of the face to 
the vascular system, especially the veins leading to 
the brain. 

Furuncles of the external auditory canal are pro- 
duced by boring and scratching and by the wiping 
out of pus in middle ear infection. Under a deep 
furuncle the bony auditory canal may become nec- 
rotic in its superficial layers. In seven of the 
author’s twenty-four cases the furuncle of the ex- 
ternal auditory canal produced a middle ear in- 
flammation. 

Furuncle of the chin is followed relatively often 
by necrosis of the lower jaw. 

In furuncle of the upper lip the malignancy mani- 
fests itself in a board-like oedema of the affected 
half of the face, a persistently high fever, and the 
perforation of the excitants into the vascular system. 
‘The thrombophlebitis originates in the anterior 
facial vein and extends to the ophthalmic vein and 
the cavernous sinus. Occasionally the infection 
spreads by way of the jugular vein. 

In the author’s twenty-four cases of furuncles of 
the auditory canal, eight cases of furuncles of the 
chin, and three cases of furuncle of the lip there 
were no deaths. In his fourteen cases of furuncle of 
the cheek there was one death, a mortality of 7 per 
cent. Also in the twelve cases of furuncle of the 
nose there was one death, a mortality of 8 per cent. 
Of the forty patients with furuncle of the upper lip, 
four died, a mortality of 10 per cent. In the eight 
cases of furuncle of the forehead there was one 
death, from diabetes. Of the three patients with 
furuncle in the region of the temple, one died from 
actinomycosis. ‘These statistics show that the 
danger of furuncle of the face is greater the nearer 
the lesion is situated to the median line. 

Besides abscesses of the lip and the cheek, the 
conditions to be differentiated from furuncle are in- 
flammatory processes originating in the teeth, an- 
thrax, carbuncle, and actinomycosis. An examina- 
tion should be made not only for staphylococci but 
also for actinomyces. 

The benign cases should be let alone; the lesion 
should not be squeezed. Wet dressings, suction, 
and early incision are contra-indicated. The best 
treatment is the use of alcohol dressings or boric 
acid ointment and ichthyol. Talking should be for- 
bidden. 

The following mortality statistics show the ad- 
vantage of conservative treatment: 








Ee Mortality (per cent) 
Site of Not 


Surgeon Furuncle Cases Incised Incised 
Reverdin.......... WFace..... 4 66 64 
Von Bergmann..... Upper Lip 43* 9 ae 
Bier-Hofmann..... Upper Lip 92** .... Ss 
Lenhartz.......... UpperLip 8 100 et 
Roedelius.......... Upper Lip 80 30 28 
Kuettner-Dittrich.. Face..... 88 II 5.9 


*All treated surgically. 
** All treated conservatively. 


An aggravation of the condition occasionally re- 
sults from incision, but incision is not contra- 
indicated on this account in every case as in the 
malignant forms the condition may become worse 
even when not so treated. Those favoring operation 
endeavor to stop the progress of the infection by a 
deep incision vertical to the direction of the course 
of the anterior facial vein or by ligation of this ves- 
sel. Axhausen excises the infected cone of tissue 
through a small opening. Frank follows up the sup- 
purating passages into healthy tissue and curettes 
them with a sharp spoon. Riedel favors radical 
extirpation and Lexer makes large incisions without 
consideration of the cosmetic results. The author 
believes that in furuncle of the upper lip shallow in- 
cisions are sufficient. 

Conservative treatment includes puncture in- 
cisions and careful removal of the core. The most 
popular method of conservative treatment is Bier’s 
hyperemia induced by means of a 3-cm. wide cotton- 
rubber bandage applied in one circular turn around 
the neck and left in place for from twenty to twenty- 
two hours. After a period of rest this bandage should 
be re-applied. Wrede raises the objection to this 
treatment that it obscures the clinical picture so 
that the indications for subsequent operation cannot 
be established. 

In early cases Unna introduces a fine cautery 
needle from 3 to 4 mm. into the center of the visible 
white spots. Axhausen introduces a red-hot probe 
from 6 to 10 mm. into the crater of the furuncle. 
The special advantage of such treatment is the pin- 
point scar. Kritzler uses for this purpose a thin 
splinter of wood wrapped with a wad of cotton 
soaked in concentrated carbolic acid. Laewen 
achieves good results by injecting blood around and 
through the furuncle of the face. Rieder splits the 
wound carefully and packs it with a tampon wet 
with 3 or 4.c.cm. of horse serum or anti-diphtheria 
serum containing 200 antitoxin units, the latter 
diluted with 2 c.cm. of physiological sodium chloride 
solution. HauMANN (Z). 


EYE 


Duane, A.: Projection and Double Vision: Some 
New Viewpoints. Arch. Ophth., 1925, liv, 233. 


The position of objects as seen with one eye is 
judged by a combination of visual projection (image 
on retina) and postural projection (labyrinthine and 
muscular sensations). The author states the result 
of the combined action of these two elements as 
follows: ‘‘No matter how the head or eye is turned— 
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or the eye rotated— postural impressions always 
make the eye project as if it had not moved at all.” 

In binocular projection visual and postural ele- 
ments take part. There are, however, two retinal 
images. In binocular projection the postural im- 
pression is made up of labyrinthine and muscular 
sensations together with such judgments as are de- 
rived from the act of convergence. The object of 
bifoveal fixation always lies in the midline at a 
definite point and appears single. 

The Maddox ‘‘binoculus” represents the com- 
bined retinz of the right and left eye. Projection in 
such an eye is made with reference to the midline 
instead of the visual axis of each eye. Physiological 
diplopia as produced by observance of the center 
one of three objects in a straight line is explained by 
Duane not as a projection of the double images 
farther away but as a projection of images on a line 
at right angles to the objects and on the same plane 
as the objects. In pathological diplopia there are 
two images of the object of fixation, one clear, the 
other shadowy. The dominance of convergence 
makes each eye project as if from the midline bi- 
noculus. Vircwt Wescorr, M.D. 


Troncoso, M. U.: Gonioscopy and Its Practical 
Applications. Am. J. Ophth., 1925, 3 s. viii, 433.- 


For examination of the angle of the anterior 
chamber, Troncoso has devised the gonioscope, a 
microscope and periscope combined in the form of 
a tube with a handle at right angles, the latter con- 
taining the dry cell for illumination. At the conical 
end are a prism and the objective lens. ‘Two inter- 
changeable eye pieces give a magnification of to and 
20 diameters. Rotation of the tube affords a view 
around the entire angle about the limbus. Focusing 
is accomplished by changing the distance of the 
instrument from the eye. The amount of light is 
controlled by a rheostat. 

The Koeppe contact glass is the only one that 
can be used with the gonioscope. Holocain is em- 
ployed and the contact glass is applied as in the 
introduction of a speculum. The chamber is filled 
with saline solution. 

The author has devised also a headband to main- 
tain the contact glass in position. The gonioscope is 
held in the right hand and the tip between the 
thumb and index finger of the left hand about 30 
mm. from the contact glass. 

The author examines the parts of the eye in the 
following order: pupil, iris, ciliary border and body, 
sclerocorneal trabeculum, the inner part of the 
scleral limbus, the concave dome of the cornea, and 
the optical section of the cornea. After describing 
the normal appearances, Troncoso reports cases of 
pathological conditions. Vircit Wescott, M.D. 
Fergus, A. F.: Miners’ Nystagmus. Lancel, 1925, 

ceviii, 1068. 

Fergus maintains that the etiology of miners’ 
nystagmus is not known. He believes that it cannot 
be attributed to faulty illumination but he has seen 
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many patients who were not troubled with it until 
the introduction of the electric light. Neither, in his 
opinion, is faulty posture a cause. The inhalation 
of poisonous gases has been mentioned as another 
possible factor. 

The author emphasizes two symptoms not often 
referred to by others—diminution of vision and 
disturbances of circulation. As the pulse is weak, 
irregular, and rapid, he concludes that the condition 
is due to a general disturbance. 

In the very mild cases the treatment can be 
limited to putting the patient to work at something 
not requiring much exertion or stooping. In severe 
cases all work must be stopped. A certain amount 
of outdoor exercise with a guide to prevent accidents 
is essential. Legally, no distinction is made between 
the mild and severe types. The author is struck by 
the fact that this form of nystagmus is rare in 
America. Vircit Wescort, M.D. 


Lehrfeld, L.: Allergic Reactions in Vernal Con- 
junctivitis. Am. J.Ophth., 1925, 3 s. viii, 368. 


From the results of skin tests the author concludes 
that vernal corijunctivitis is an ocular manifestation 
of an allergy or hypersensitivity to certain proteins. 

Ausrey H. Peper, M.D. 


Gifford, S. R.: Eosinophilia and the Etiology of 
Parinaud’s Conjunctivitis. Am. J. Ophth., 1925, 
3 S. Vili, 450. 

Gifford reports a case of Parinaud’s conjunctivitis 
with eosinophilia and general symptoms of malaise, 
fever, and adenopathy in which no causative organ- 
ism could be found. According to Rolandi, Pari- 
naud’s conjunctivitis is not an entity but a syndrome 
caused by different organisms. The cases reported 
to date are classified by Gifford into four groups: 
(1) those due to bacillus tuberculosis, (2) those in 
which leptothric filaments were found, (3) those in 
which a virulent gram-negative bacillus was found, 
and (4) those with negative bacteriological findings. 

VirGiL Wescort, M.D. 


Savin, L. H., and Preston, T. W. The Problem of 
the Phlyctenular Child. Lancet, 1925, ccviii, 965. 


The authors do not accept the older German and 
Austrian view that phlyctenular disease is always 
tuberculous. In many of their series of fifty con- 
secutive cases of the condition in children averaging 
10% years of age there was no clinical or laboratory 
evidence of tuberculosis. Moreover, of 512 relatives 
of these children, only thirty-three gave a definite 
history of tuberculosis, whereas of 448 relatives of 
fifty normal children twenty-three were tuberculous. 
It is known also that in institutions for tuberculous 
children and among children whose parents have 
died of tuberculosis, phlyctenular disease is un- 
common. 

In reviewing the histories of the fifty children with 
phlyctenular disease it was found that thirty had 
had measles. It appeared also that the condition 
was apt to accompany or follow coryza and tonsillar 
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affections. Dental sepsis and intestinal toxemia 
were not important factors. In nine of the fifty 
cases other members of the patient’s family had 
phlyctenules. 

While the cause remains unknown, the authors 
conclude that the disease is favored by tuberculous 
infection, enlarged tonsils and adenoids, frequent 
colds, overcrowding, dirt, and malnutrition. They 
believe also that it may be associated with an endog- 
enous toxemia. Tuomas D. ALLEN, M.D. 


Gifford, S. R.: Epithelial Dystrophy and Recurrent 
Erosion of the Cornea as Seen with the Slit- 
Lamp. Arch. Ophth., 1925, liv, 217. 


Gifford believes that the conditions called vesicular 
keratitis, disjunction of the corneal epithelium, and 
intermittent neuralgic vesicular keratitis have a 
common origin and are best described as epithelial 
dystrophy of the cornea, a classification suggested 
by Fuchs. 

Vesicles and acute pain may or may not be 
present. Although the epithelium may be quickly 
regenerated, it is not firmly attached and recur- 
rences ‘are common. In Gifford’s cases, folds of 
Descemet’s membrane were noted. The changes in 
the cornea seem to be due to lesions in the finer 
nerve branches of the cornea. The tension is usually 
normal. 

The author believes that when glaucoma occurs, 
the condition is another manifestation of vasomotor 
instability. Vircit Wescott, M.D.. 


Adler, F. H.: Studies on the Protein Content of the 
Aqueous Humor: The Effects of Miotics and 
Mydriatics. Arch. Ophth., 1925, liv, 265. 


The author conducted experiments to prove 
Seidel’s contention that an increase in the protein 
content of the aqueous humor following the instilla- 
tion of eserine is an indication of increased secretion 
by the ciliary body. The protein content was 
determined by refractometric and nephelometric 
methods. ; 

After the use of eserine there was an average in- 
crease of 44 per cent in the protein content of the 
aqueous humor. The use of atropine was followed 
by an average increase of 1.8 per cent. When 
atropinization was followed by the use of eserine an 
average decrease of 16 per cent was found. After 
the use of pilocarpine the protein content did not 
in‘rease. Removal of the ciliary ganglion, while 
dilating the pupil, lowered the protein content of 
the aqueous humor. Vircit Wescott, M.D. 


Knapp, A.: Intradermal Test with Uveal Pigment 
in Traumatic Iridocyclitis. Arch. Ophth., 1925, 
liv, 252. 

The intradermal test with Wood’s uveal pigment 
was used by Knapp in twelve cases of traumatic 
iridocyclitis. In two of four cases in which it was 
positive and one of eight cases in which it was 
negative a sympathetic iridocyclitis was present in 
the other eye. Vircit Wescott, M.D. 





Elschnig, A.: The Extraction of Senile Cataract 
in the Capsule. Am. J. Ophth., 1925, 3 s. viii, 355. 
The author discusses the accepted methods of 
intracapsular operations and tabulates his results 
together with the findings in 1,000 cases of senile 
cataract reraoved by the extracapsular operation. 

He emphasizes that no operator is justified in 
attempting the extraction of the lens within the 
capsule until he has completely mastered the usual 
extraction by capsulotomy and has learned to 
recognize and combat the complications that occur 
so much more frequently in the intracapsular 
operation. 

In Elschnig’s opinion, intracapsular extraction is 
to be preferred to capsulotomy extraction in the 
following types of cases: (1) cases of immature 
cataract, especially in eyes damaged by iritis, 
iridocyclitis, or glaucoma, highly myopic eyes, and 
the eyes of persons with a disturbance of metab- 
olism evidenced by such a condition as diabetes; 
(2) cases of premature cataracts, particularly those 
with a fluid cortex, and cases of morgagnian 
cataracts; and (3) cases of relatively young persons 
in which there is a nucleus sclerosis resulting from 
retinitis pigmentosa, choroiditis, and particularly 
the insidious form of iridocyclitis. 

If a case falls into one of the three groups men- 
tioned and an iridectomy has been performed, Elsch- 
nig selects the Stanculeanu-Torok or the Barraquer 
procedure. In cases of immature cataract in which 
an iridectomy has already been performed and those 
in which the extraction is done with a round pupil, 
he selects the Barraquer operation. 

For the simple senile cataract in the stage of 
maturity or in transition from immature to the 
mature stage or from the mature to the hyper- 
mature stage he prefers the usual extraction with 
capsulotomy since, in the majority of such cases, 
because of complete delivery of the lens, the danger 
of vitreous prolapse and the necessity for a secondary 
operation practically disappear. 

For every case of intracapsular extraction he 
urges the placing of a suture as in the Barraquer 
operation. Ausrey H. Pemser, M.D. 


Soudakoff, P. S.: The Origin of Gliosis Retinz in 
Cases of Staphyloma Cornez. Arch. Ophth., 
1925, liv, 288. 

Following the first symptoms of irritation in 
staphyloma of the cornea, glaucoma sets in and 
destroys the vision. The tension causes the dis- 
appearance of the ganglion cells and nerve fiber 
layer of the retina. The retina becomes thin, the 
rods and cones disappear, and the two nuclear layers 
become fused into one. This condition is called by 
Leber “‘gliosis of the retina.”” The condition in which 
pigment proliferation occurs Leber calls ‘‘ secondary 
pigment degeneration of the retina.’’ Fuchs does 
not make this distinction. He believes that a gliosis 
with or without pigment is produced by slight in- 
flammation, secondary glaucoma, and displacement 
of the retina (supertraction of the retina). 
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The two cases reported by Soudakoff have led 
him to the conclusion that hemorrhage may be an 
etiological factor in gliosis, that at certain stages the 
lesions may suggest choroiditis, and that gliosis 
may occur in either an “‘inner” or an “outer” layer 
of the retina. Vircit Wescott, M.D. 


EAR 


Abrahams, B. H., and Bonoff, Z. A.: Streptococcus 
Mucosus as an Etiological Factor in Otitis 
Media and Mastoiditis. Ann. Otol., Rhinol. & 
Laryngol., 1925, Xxxiv, 554. 

Infection by the streptococcus mucosus occurs 
most frequently in adults. It is characterized by 
extensive destruction of bone out of all proportion 
to the clinical process and is associated with the 
danger of fatal intracranial complications. 

The authors divide their cases into four groups. 
In those of Group 1 the condition is characterized 
by very indefinite subjective and slight objective 
findings and apparently complete recovery results. 
There then follows a latent period with increasing 
local findings such as loss of transparency of the 
drum and increasing aural discomfort with marked 
impairment of hearing. It is during this time that 
fatal intracranial complications appear. In the 
other groups of cases the condition becomes pro- 
gressively worse (probably because the strains of 
streptococcus mucosus are more virulent), until 
finally it resembles an ordinary streptococcus 
pyogenes infection with which it may be combined. 

To lessen the dangers of this infection bacterio- 
logical examinations should be made of all secre- 
tions from the tympanic cavity, roentgenograms 
should be made of the mastoid after an attack of 
otitis media, innocent appearing cases which simu- 
late mucous catarrh with impairment of hearing and 
are not benefited by inflation should be watched, 
and if an early diagnosis of mucosus infection is 
made operation should be undertaken in the latent 
period. Georce R. McAuttrr, M.D. 


Beck, J. C., Pollock, H. L., and Lederer, F. L.: 
Capillary Suction as an Aid in the Treatment 
of Ear, Nose, and Throat Diseases. Laryngo- 
Scope, 1925, XXXV, 402. 


The authors have employed capillary suction very 
extensively in their clinic, using various devices and 
forms of capillary tubes suitable for the areas 
treated. This method is of advantage because it 
avoids trauma, it allows direct inspection, it has a 
wide application in work about the nose, throat, ear, 
and accessory sinuses, and in operative work it 
tenders sponging and swabbing unnecessary. 

Grorce R. McAuttrr, M.D. 


NOSE AND SINUSES 


Lillie, H. I.: Osteomyelitis of the Cranial Bones 
Secondary to Paranasal Sinus Operations. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 353. 

Osteomyelitis secondary to disease of the para- 
nasal sinuses is an extremely grave complication. 
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The condition may persist for a long period. In 
Bryan’s case it was apparently controlled by radical 
operation, but after a period of eleven months the 
patient died from a subdural abscess. 

Radical measures are necessary even though de- 
formity may result. In dealing with osteomyelitis 
secondary to disease of the paranasal sinuses, the 
present-day conservative attitude toward radical 
paranasal sinus operations which result in a high 
percentage of cures but some deformity must be 
discarded. The X-ray may show a picture quite 
typical of syphilis, but when sinus disease is present 
osteomyelitis must be suspected. 


MOUTH 


Hilgenreiner, H.: Congenital Fistula or Mucosal 
Pockets of the Lower Lip (Die angeborenen Fisteln 
beziehungsweise Schleimhauttaschen der Unter- 
lippe). Deutsche Zischr. f. Chir., 1924, clxxxviii, 273. 


Congenital fistula or mucosal pockets of the lower 
lip are among the rarest anomalies of the human 
body. In the Pediatric Clinic of the University of 
Prague only three such cases have been observed. 
The subjects were a woman and her 8- and 6-year- 
old children. In the mother, the anomaly was not 
very conspicuous. In the children it was removed 
by operation. The snout-like formations on the 
lower lip were circumscribed ovally and the mucosal 
pocket extirpated in foto. 

The literature reports fifty-one other cases. From 
a review of all cases it appears that the anomaly oc- 
curs more often in females than in males and is in- 
herited. It is often observed in families with other 
deformities and is frequently associated with marked 
bilateral cleft formations in the region of the upper 
jaw. It is almost always bilateral and symmetrical 
with regard to the median line. Its cause is obvious- 
ly a pathological furrowing process of the lower lip 
extending parallel with the border of the lip. 

Dencks (Z). 


NECK 


Weir, J. F.: The Thyroxin and Tryptophane Con- 
tent of the Diseased Thyroid Gland, and the 
Iodine Compounds in Desiccated Thyroid. Am. 
J. M. Sc., 1925, clxix, 860. 


The thyroxin content of twenty-four exophthal- 
mic goiters and thirteen adenomatous goiters was 
determined. In the adenomatous glands there was 
no characteristic variation from the normal. In con- 
trast to the low total iodine content and the low 
percentage of total iodine as thyroxin iodine reported 
to exist in exophthalmic glands by Wilson and Ken- 
dall, this series showed a total iodine value of 2.58 
mgm. for each gram (0.26 per cent), of which 
an average of 43 per cent was present as thyroxin 
iodine. This higher figure was due to the pre-oper- 
ative administration of Lugol’s solution and rep- 
resents a chemical criterion of clinical improve- 
ment in the condition. There was no parallelism 


between the thyroxin content and the basal meta- 
bolic rate. 
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The average tryptophane content of fifty-two 
glands was 29.6 mgm. for each gram of dried gland 
(approximately 3 per cent). This is much higher 
than the tryptophane content of casein. No char- 
acteristic variations according to type of disease or 
thyroxin content were observed. 

The iodine compound in desiccated thyroid is not 
destroyed by boiling in strong alkali for three hours. 
The iodine not present as thyroxin under these con- 
ditions is not broken off as iodine. 


Crile, G. W.: Hyperthyroidism and Peptic Ulcer— 
An Analogy. Surg., Gynec. & Obst., 1925, xi, 818. 

Crile compares the types of patient having hyper- 
thyroidism and peptic ulcer. 

Hypersecretion of the thyroid hormone is the 
central factor, if not the actual cause, of hyper- 
thyroidism. Whether the hypersecretion of acid in 
peptic ulcer produces the ulcer or the ulcer produces 
the hypersecretion, is still a matter of argument. 
Both hyperthyroidism and hyperacidity occur most 
frequently in young adult life and under conditions 
of stress and striving; both are induced and favored 
by overwork, worry, focal infection, and auto- 
intoxication and are increased by a protein diet; 
both induce a change of personality; both are bene- 
.fited by rest with a complete change of environ- 
ment and the elimination of worry and anxiety; 
both tend to become chronic and to recur; neither 
is prevalent among inferior races, the indolent or 
dullards of higher races, or degenerates, morons, 
or the insane; both flourish in ambitious, conscieri- 
tious persons with keen desires and internal struggle; 
and in general both are most frequent among persons 
of the white race who are carrying the burden of 
civilization. 

In only one characteristic is there an apparent 
antithesis between hyperthyroidism and hyperacid- 
ity—the incidence of hyperthyroidism in females 
as compared with males is approximately four to 
one, while the corresponding ratio for peptic ulcer 
is approximately one to four. 

In both hyperthyroidism and peptic ulcer the 
results of surgical treatment and of medical treat- 
ment range from no relief to permanent recovery. 
In surgical treatment the results depend upon the 
success of the surgeon in making the correct decision 
as to the type of operation in the particular case 
and on the willingness of the patient to submit not 
only to the surgical treatment prescribed but also to 
a strictly controlled regimen of life for a sufficient 
period of time after operation. 

Just as the thyroid secretion may be restricted by 
the excision of a sufficient amount of gland, so 
hyperacidity may be reduced to normal acidity by 
the excision of a sufficient amount of the acid-secret- 
ing part of the stomach. In cases of hyperthy- 
roidism, ligations give temporary, and sometimes 
permanent, relief. In cases of chronic gastric ulcer, 
gastro-enterostomy gives temporary and sometimes 
permanent relief, but the establishment of the cure 
depends in part upon the observation of a period of 
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planned rest, diet, and controlled environment. In 
both peptic ulcer and hyperthyroidism, however, 
permanent relief is achieved only by the removal of a 
sufficient amount of the hypersecreting tissue sup- 
plemented by the elimination of focal infection and 
auto-intoxication and the establishment of a special- 
ly planned hygienic regimen. 

In both conditions foci of infection should be 
sought and eliminated when found. 

The basis of these analogies and for the evolution 
of the plan of management which has proved effec- 
tive alike in cases of hyperthyroidism and cases of 
peptic ulcer is based upon the experiences of Crile 
and his associates in 6,268 operations upon the 
thyroid, 3,542 of which were for hyperthyroidism, 
and 995 operations upon the stomach, 498 of which 
were for ulcer of the stomach and duodenum and 
326 for cancer. Car R. STEINKE, M.D. 


Jenkinson, E. L.: Thyroid Disease. Radiology, 1925, 


IV, 453- 

Richardson, E. P.: The Surgical Aspect of Thyro- 
toxicosis. Radiology, 1925, iv, 458. 

Christie, A. C.: A Comparison of the Results of 
Surgical and Roentgen-Ray Treatment of Ex- 
ophthalmic Goiter. Radiology, 1925, iv, 464. 

Allison, R. G.: X-Ray Treatment of Thyrotoxicosis. 
Radiology, 1925, iv, 470. 

Loucks, R. E.: Radium Treatment of Thyrotoxico- 
sis. Radiology, 1925, iv, 473. 

JENKINSON states that radiation will cure a large 
majority of cases of hyperthyroidism but not all. 
He bases his conclusions on 400 cases treated, not 
one of which received an X-ray burn. In summa- 
rizing his results he states that 80 per cent of ex- 
ophthalmic goiters will respond to X-ray therapy. 
In each case basal metabolism determinations should 
be made. 

RICHARDSON maintains that at present the most 
effective and satisfactory treatment of exophthalmic 
goiter is the surgical removal of the thyroid after a 
preliminary course of iodine therapy. While the 
advantages of roentgen-ray treatment, such as ab- 
sence of a scar and freedom fromthe discomfort of 
operation and the necessity for hospitalization, are 
apt to carry weight with patients, the condition is 
too serious to warrant giving these advantages much 
consideration. It is better to have cicatricial tissue 
in the neck than in the myocardium. 

CHRISTIE states that surgery effects a cure in ap- 
proximately 60 per cent of cases of exophthalmic 
goiter and brings about marked improvement in an 
additional 15 per cent. The operative mortality 
ranges from 1.5 to 4 per cent. A certain percentage 
of cases are inoperable. In the opinion of those who 
have treated a large number of cases by irradiation 
the roentgen ray effects a cure in probably as many 
cases as surgery. The roentgen ray has the addition- 
al advantage that it is available in inoperable and 
postoperative cases. While X-ray statistics are still 
few, there is sufficient evidence to warrant the con- 
tinued use of the method. In Christie’s opinion, it 
should be employed in all cases and operation should 





ti 








= = oe Gee 


_—ee 


—_—er i 








SURGERY OF THE 


be performed only in those that fail to respond to 
roentgen treatment. 

ALLISON presents a report on a series of twenty- 
seven consecutive cases of hyperthyroidism treated 
with the roentgen ray in which the basal metabolism 
ranged from plus 17 to plus 71. Eight months after 
the treatment twenty-one (78 per cent) of the pa- 
tients showed an apparent cure and three (11 per 
cent) showed marked improvement. The three 
others, who were not markedly benefited, were 
operated upon; a prompt cure resulted. 

Loucks reports that the efficacy of radium treat- 
ment in thyrotoxicosis is evidenced by the fact 
that in some of his cases a high metabolic rate and 
other symptoms were controlled in a few months 
and the improvement was still maintained after 
four years. ArtTHUR L. ScHREFFLER, M.D. 


Steichele, H., and Schlosser, A.: On the Presence 
of a Predisposition to the Development of 
Tetany in Persons Suffering with Goiter and 
Operated upon for Goiter (Zur Frage der Te- 
taniebereitschaft Kropfkranker und Kropfoperier- 
ter). Arch. f. klin. Chir., 1925, cxxxiv, 170. 


In a study of 100 patients before and after opera- 
tion for goiter the authors found that increased 
excitability of the motor peripheral nervous system, 
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a positive Chvostek sign, and reduction of the cal- 
cium content of the serum were never demonstrable 
in the absence of typical tetany, even after opera- 
tion. When these phenomena were noted, the tetany 
had always been manifested previously by typical 
attacks. Therefore the conclusion is drawn that, by 
the tests mentioned, it is impossible to determine the 
presence of a latent tetany or a predisposition to 
tetany either before or after operation. 
NAEGELI (Z). 


Ogle, C. L.: Parathyroid Tetany. J. Am. M. Ass., 
1925, Ixxxiv, 1486. 

The author reports a case of severe tetany which 
was primarily relieved by massive doses of calcium 
lactate. The following conclusions are drawn: 

1. The prognosis of severe tetany is not always 
poor. 

2. The intravenous injection of sodium lactate in 
a solution of from 2 to 5 per cent at no time failed 
to relieve the tetanic symptoms almost instantly. 

3. Massive doses of as much as 1,100 gr. given 
daily also controlled the condition. 

4. In respect’ to calcium intake, diet, intestinal 
stasis, and menstruation, there is a_ similarity 
between tetany in the dog and human tetany. 

Emit C. RositsHek, M.D. 








BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fay, T.: The Cerebral Vasculature: A Preliminary 
Report of Study by Means of the Roentgen 
Ray. J. Am. M. Ass., 1925, 1xxxiv, 1727. 

Five brains were injected with metallic mercury 
after removal with intact dura and ten were injected 
with barium sulphate in situ. Stereoscopic studies 
showed the presence of cortical end-arteries, but 
well-defined anastomotic trunks and many fine 
anastomotic connections are evident chiefly at the 
points of fusion of the three main arterial systems. 
There is no evidence, however, of an anastomosis 
between either the larger or finer vessels supplying 
the subcortical ganglia. 

While in the other lobes arterial branches are sent 
directly to their termination in the cortex, the an- 
terior cerebral artery in the frontal lobe -sends its 
branches down perpendicularly from the cortex in 
loops that radiate to a center near the anterior horn 
of the lateral ventricle. In these preparations there 
appear more or less uniform comparatively avascular 
zones extending from the frontal lobe, 2.5 cm. lateral 
to the midline, posteriorly into the parietal lobe. 
These zones are devoid of larger arterial branches 
below the cortex. A knowledge of this fact may be 
very helpful in surgical procedures. 

Knut H. Houck, M.D. 


Levitt, F. C.: The Value of the Vestibular Exam- 
inations in Intracranial Localization—Report 
of Cases Proved Either by Operation or Autopsy. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 574. 


Neurotology has passed through the different 
stages of overenthusiasm, repudiation, and conser- 
vative acceptance. The author believés that it has 
now attained its proper place as a diagnostic aid 
with a practical application and beneficial results. 

The primary vestibular reactions are nystagmus 
and vertigo. Secondary to vertigo is past-pointing. 
Nystagmus is a reliable sign as its duration remains 
practically constant after repeated rotations, and 
we have learned that certain of its types are of 
significance. A spontaneous vertical nystagmus is 
frequently observed in patients with a proved lesion 
in or near the brain stem. A perverted nystagmus 
may suggest a lesion in the same location, but the 
number of proved cases is still small. A conjugate 
deviation of the eyes after stimulation is suggestive 
of an intracranial lesion. 

Vertigo is the result of a disturbance of the sub- 
conscious harmonious relationship of afferent im- 
pulses from the end-organ, the eyes, and the kin- 
wsthetic sense, the latter including the touch, mus- 
cle, joint and visceral senses. While the other struc- 
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NERVOUS SYSTEM 


tures have many functions, the sole function of the 
static labyrinth is the maintenance of equilibrium. 
Past-pointing is dependent upon vertigo, and while 
it is as yet the most uncertain of all the reactions, 
certain knowledge may be gained from it. It is sug- 
gestive of a cerebellar lesion if there is a spontaneous 
past-pointing in one direction, or when, without spon- 
taneous past-pointing, there is inability to produce a 
reactive past-pointing. On the other hand, the cere- 
bellum is probably intact if it is possible to produce 
a normal past-pointing of each arm in either 
direction. 

Cerebellopontile angle lesions are of special im- 
portance to the otologist as he is so frequently the 
first to be consulted by the patient for gradual pro- 
gressive unilateral loss of hearing.. Findings typical 
in such cases are loss of cochlear and vestibular 
function on the side of the lesion with normal 
cochlear function, normal responses from the hori- 
zontal canal, and absence of responses from the 
vertical canals on the side opposite the lesion. Aided 
by these signs the author was able to diagnose the 
lesion early and to localize it correctly in nine cases 
as verified either by operation or by autopsy. 

Aid in the localization of supratentorial lesions is 
one of the later developments of neurotology. In 
the interpretation of the findings it must be realized 
that the symptoms are due to the effect of indirect 
pressure upon the vestibular pathways. The find- 
ings are either an early irritative condition with ex- 
aggerated responses or a condition with responses 
greatly diminished or absent as the result of long- 
continued pressure. If the pressure is exerted chief- 
ly on the upper portion of the brain stem, the re- 
sponses from the vertical canals are affected on one 
or both sides. There is little if any involvement of 
the end-organ or labyrinth. These reactions are 
suggestive of a supratentorial lesion, but as yet they 
are not so useful in localization as the findings in 
the cerebellopontile angle syndrome. In one of five 
cases of supratentorial lesions collected by the 
author he was able to prove that there is a definite 
differentiation of the tracts from the horizontal and 
vertical canals. 

It is essential that neurotological examinations be 
made by a trained otologist and that a standardized 
technique be established. It will be a happy com- 
bination when the otologist seeks the aid of the 
neurologist in his internal ear cases, and the neurolo- 
gist consults with the otologist regarding localiza- 
tion in his intracranial cases. The author believes 
that while at present the cerebellopontile angle 
syndrome is probably the most accurate, with in- 
creasing knowledge and exact observations others 
just as valuable will be developed. 

GreorGE R. McAuutrr, M.D. 
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Wilhelmj, C. M.: The Primary Meningeal Form of 
Systemic Blastomycosis. Am. J. M. Sc., 1925, 
clxix, 712. 

Of thirty-three cases of generalized systemic 
blastomycosis reported in the literature, four showed 
meningeal invasion; thirty-two, skin lesions; and 
thirty, lesions in the lungs. 

The author discusses in detail six cases of blas- 
tomycotic meningitis without clinical evidence of 
systemic invasion—five from the literature and one 
from his own practice. Skin lesions, bone and joint 
involvement, and lesions in other organs were absent 
except in one case in which the blastomycotic or- 
ganisms were found in the lungs and another in 
which they were found in the pharyngeal muscles. 
In four cases the spinal fluid contained the organism. 
Complete autopsies were done in four cases; in two 
cases Only a head examination was made. In the 
latter there had been no clinical evidence of pul- 
monary or other organic lesions. The six cases 
showed definite meningeal involvement both clin- 
ically and at autopsy. Knut H. Houck, M.D. 


Gracey, G. F.: The Influence of Focal Infections 
on the Acoustic Nerve and Its End-Organ. 
Atlantic M. J., 1925, xxviii, 508. 


The author believes that because of failure of 
ordinary routine methods of diagnosis to demonstrate 
it, nerve deafness is more frequent than is evident 
from the records. Asa rule it is associated with 
infection of the lymphoid tissue of the epipharynx 
and pharynx. The assumption that this infected 
tissue is responsible for the nerve lesions is as logical 
as the deduction that it is the cause of lesions of the 
vestibular apparatus or the eye, the truth of which 
is accepted. Measures to clear up such infection 
bring about improvement in the nerve deafness 
or stop the process. Manrorp R. WA tz, M.D. 


SPINAL CORD AND ITS COVERINGS 


Peiper, H. and Klose, H.: The Roentgenographic 
Demonstrability of the Spinal Cord: Myelog- 
raphy (Ueber die roentgenographische Darstell- 
barkeit des Rueckenmarkes: Myelographie). Klin. 
Wcehnschr., 1924, ili, 2227. 

Attention is called to the fact that in the litera- 
ture there are few records of attempts to visualize 
constricting processes in the spinal canal by the in- 
jection of opaque substances into the subdural space. 
In this article the authors report the results of 
myelographic examinations in fourteen cases which 
were made by the Sicard and Forestier method. 

Two cubic centimeters of a 20 per cent iodipin 
solution were injected suboccipitally into the dural 
sac and a roentgenogram was made of the entire 
spinal column. Then, after the patient had been in 
bed in the dorsal position for two days, another roent- 
genogram was made. Final conclusions were pos- 
sible only after a comparison of the two exposures. 
When the canal is unobstructed the iodipin is 
visible at the first exposure in the lower part of the 
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dural sac in the form of a slender conical shadow (tur- 
nip form). Compression is evidenced only when the 
iodipin is permanently obstructed; transient ob- 
structions have no significance. Adhesions and 
tumors cause permanent complete or partial arrest 
of the oil. In fact, the lower iodipin silhouette is 
more characteristic in cases of extradural and intra- 
dural tumors than in cases of adhesions and com- 
pression by the vertebra. However, a tumor does 
not always cause permanent arrest. 

Special emphasis is laid upon the importance of an 
accurate technique. The description of the tech- 
nique should be read in the original article. 

No signs of serious irritation were noted. In three 
cases carefully examined in this respect the spinal 
fluid showed neither a cell increase nor an albumin 
increase after from two to four weeks. 

It was found that in rabbits from 0.1 to 0.05 
c.cm. of iodipin was borne by the spinal cord without 
any signs of irritation, but that when larger doses 
were given the ganglion cells showed changes simi- 
lar to those following spinal anesthesia. 

HorrMann (Z). 


SYMPATHETIC NERVES 


Adson, A. W., and Brown, G. E.: The Treatment of 
Raynaud’s Disease by Lumbar Ramisection and 
Ganglionectomy and Perivascular Sympathetic 
Neurectomy of the Common Iliacs. J. Am. M. 
Ass., 1925, Ixxxiv, 1908. 

In a series of five cases of spastic paraplegia in 
which lumbar sympathetic neurectomy was _per- 
formed for the relief of muscular spasticity, blood 
flow and skin temperature determinations were made 
before and after operation. Calorimetric studies 
were made with the Stewart-Keggereis foot calorim- 
eter to determine the heat production and radia- 
tion of the lower extremities. Surface temperature 
estimations and intensive clinical studies showed 
conclusively that marked vasodilatation took place 
immediately after removal of the second, third, and 
fourth lumbar ganglia and sympathetic cord, and 
after severance of the gray rami. The lower extremi- 
ties became hot and dry. The skin temperature in 
the feet increased from 2 to 7 degrees following the 
operation. An increase in the heat production and 
radiation of the feet from 200 to goo per cent was also 
noted. In the lateral aspects of the feet there were 
mild color changes. The skin exfoliated, and sweat 
gland activity was completely absent. This evidence 
of increased blood flow persisted during the entire 
postoperative observation period, which ranged 
from three to six weeks. 

It was apparent that since marked vascular dila- 
tation followed lumbar sympathetic neurectomy, 
this operative measure should be applicable to the 
treatment of Raynaud’s disease. 

The authors report the case of a 16-year-old girl 
who had had sore feet for eight years. The feet were 
blue, purplish, mottled, and cold. The nails were 
thickened, and there were three small ulcers over 
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the internal and external malleoli. Cold caused 
marked color changes. 

A bilateral ramisectomy was performed, the sec- 
ond, third, and fourth lumbar ganglia and trunk 
being removed on both sides with division of the 
rami. The outer sheath of the common iliac artery 
on both sides was stripped for a distance of about 5 
cm. 
Following the operation the feet were warm and 
pink; the skin temperature was increased 3 degrees 
in the right foot and 4 degrees in the left; and the 
skin was dry. There was a sharp transition in the 
temperature line, about 15 cm. below the iliac crest 
the temperature gradually increasing toward the 
feet. The patient complained of a mild burning sen- 
sation in the feet when they were covered with the 
bed clothes. 

Quantitative measurements of the skin color and 
calorimetric studies of the heat radiation of the 
feet indicated a definitely maintained vasodilata- 
tion with alleviation of the vasomotor and trophic 
disturbances. 








MISCELLANEOUS 


Effier, L. R.: Vacuum Frontal Headache. Laryngo- 
Scope, 1925, XXXV, 375. 

The vacuum frontal headache is a definite and 
fairly frequent entity. It is usually a unilateral, 
low-grade headache which is paroxysmal but tends 
to become chronic. It is produced by any condition 
which disturbs the normal air pressure in the frontal 
sinus and is made worse by the use of the eyes. In 
71 per cent of the author’s thirty-five cases the cause 
was a high septal deviation on the same side. In 
ten cases compensatorily hypertrophied middle tur- 
binates on the side opposite the septal deflections 
were factors. 

The treatment is surgical. Effler usually performs 
a middle turbinectomy with exenteration of the an- 
terior ethmoid cells. 

The results of operation have been excellent. If 
a recurrence develops, which is unusual, the symp- 
toms are never so prolonged nor so severe as before 
operation. GreorcE R. McAuttrr, M.D. 
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CHEST WALL AND BREAST 


Evans, W. A., and Leucutia, T.: The Value of Post- 
operative Irradiation in Mammary Carcinoma. 
Am. J. Roentgenol., 1925, xiii, 415. 


As a result of their clinical observations and the 
experimental work of Murphy, Maisin, and Sturm, 
the authors conclude that postoperative radiation 
will produce a local resistance against the growth of 
cancer cells provided the proper dose of irradiation 
is administered. It should not exceed 100 per cent 
§. U. D. Two cases are cited in which the irradiated 
area remained free of recurrences but carcinomatous 
nodules developed in the unexposed skin between 
the areas treated. 

If the dose of short-wave roentgen rays is beyond 
the limit of tolerance of the normal tissues, degen- 
erative changes occur in the connective tissue and 
the blood supply is diminished. These changes 
produce an area of lowered resistance where cancer 
cells will grow rapidly. Further irradiation is of no 
avail. Two cases are cited which illustrate this loss 
of resistance due to too energetic radiation. 

Cartes H. Heacock, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Manges, W. F.: Roentgen Diagnosis of Non- 
Opaque Foreign Bodies in the Trachea. Am. J. 
Roentgenol., 1925, xiii, 429. 

Manges believes that the presence of non-opaque 
foreign bodies in the trachea or bronchi may be 
diagnosed by the roentgen ray in practically every 
case. Usually only one examination is necessary. 
This value of the roentgen ray should be more gen- 
erally known because of the frequent difficulty in 
making the diagnosis clinically and because of the 
dangers of the condition if it is allowed to go un- 
treated. 

The non-opaque foreign body may cause one or 
more of the following pathological changes in the 
lung: (1) obstructive emphysema, (2) atelectasis, 
(3) drowned lung, and (4) abscess. Of these, the 
first is the one that gives dependable roentgen-ray 
signs at the stage when the diagnosis should be 
established. 

When only one lung is involved, the roentgen-ray 
signs of obstruction emphysema are: (1) increased 
transparency of the affected side, (2) depression and 
partial fixation of the diaphragm of the affected side, 
(3) shifting of the heart and mediastinum away 
from the affected side, and (4) increased excursion 
of the diaphragm on the unaffected side. A foreign 
body in the trachea is indicated by: (1) increased 
transparency of both lungs, (2) depression of both 
leaves of the diaphragm, (3) rotation of the heart 
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so that the transverse measurement is lessened dur- 
ing expiration, and (4) a decrease in the transverse 
diameter of the chest during expiration. It must be 
remembered that an opaque foreign body in either 
bronchus may be displaced into the trachea and 
vice versa. 

The examination should be both roentgenoscopic 
and roentgenographic and the technique must be 
carefully followed out in every detail. Films should 
be exposed on both inspiration and expiration, and 
the transverse diameters of the heart and chest 
should be charted. The examination should be 
repeated after the removal of the foreign body. In 
one of the author’s cases the second examination 
revealed a greater degree of obstructive emphysema 
than was shown by the first, and a second broncho- 
scopic exploration resulted in the removal of a 
second foreign body. Caries H. Heacock, M.D. 


Cohn, I.: Lung Abscess. JN. Orleans M. & S. J., 
1925, Ixxvii, 539. 

Abscess of the lung may follow pneumonia, in- 
fluenza, and operations on the upper respiratory 
tract. Postoperative lung abscess may follow local 
as well as general anesthesia. It has been attributed 
to the aspiration of septic material and to septic 
emboli. The X-ray is an invaluable adjunct to the 
history and the laboratory and physical findings, and 
an important aid in direct localization. 

Expectant treatment prior to the formation of 
adhesions is safe, but surgical treatment under 
local anesthesia gives the best results. 

The article includes a complete case history and 
an extensive bibliography. 

J. Frank Dovucury, M.D. 


Soresi, A. L.: The Correct Conception of Em- 
pyema. Med. J. & Rec., 1925, cxxi, 460, 524. 


One of the most important defensive reactions of 
the body in empyema is the filling of the pleural 
cavity with a secretion, sterile or purulent. This 
defense reaction must not be hampered by early 
radical operation. Secretions collected in the 
pleural cavity should not be evacuated until after 
they have played their defensive réle and the pri- 
mary cause has been removed or its activity has 
ceased, but small quantities of secretion should be 
removed for diagnostic purposes and to relieve the 
pressure. The direct treatment of empyema must 
be based on expansion of the lung and simultaneous 
evacuation of the pus. 

In the author’s cases a small drain is introduced 
into the pleural cavity under local anesthesia. This 
drain is constructed of two semicircular bits of metal 
which, after having been inserted separately through 
the slit in the pleura, are fitted together by means 
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of grooves to form a hollow tube. Over the outlet 
is placed a cap containing a rubber valve which 
permits the egress of the empyema pus but prevents 
the ingress of air. The drainage device is kept in 
place until the pleural cavity has been drained and 
the lung has re-expanded. 

Soresi states that this method obtains simulta- 
neous expansion of the lung and positive drainage, 
renders the treatment painless and shortens its 
duration by a period ranging from a few days to 
about two weeks, and prevents the complications 
which commonly occur in thoracic empyema. 

Raven B. Betrman, M.D. 


Major, R. H.: Medical Treatment of Empyema, 
with Special Reference to Chemotherapy. 
J. Iowa State M. Soc., 1925, xv, 248. 


Realizing that the results of early operation in 
empyema may be disastrous, the author treated a 
series of cases by multiple aspirations of the fluid and 
the injection of a solution of gentian violet into the 
empyema cavity. Churchman has shown that in 
vitro bacterial growth is inhibited by gentian violet 
in solutions as weak as 1:1,000,000. Major employed 
at first a 1:5,000 and a 1:1,000 solution, but later 
used a 1:500 and 1:250 solution. He found that 
these are non-irritating, non-toxic, and highly 
bactericidal. 

The technique used by Major was very simple. 
The chest was aspirated in the usual manner, as 
much fluid being withdrawn as possible. One hun- 
dred cubic centimeters of the aqueous solution of 
gentian violet were then introduced and allowed to 
remain. These aspirations and instillations were re- 
peated until the symptoms subsided and the pleural 
fluid was sterile. Operation was advocated only if, 
after two weeks, the patient had not been clinically 
benefited and the pus was not sterile. In such cases 
rib resection was done. 

Of the fifty-seven cases treated, the condition 
cleared up completely in forty-five. Operation was 
necessary in only twelve, and in all of these the 


treatment was begun late. In the author’s first 
series of cases the average number of instillations 
was fourteen, while in his more recent cases it 
ranged from three to seven. No untoward symp- 
toms were ever observed after the instiilations. At 
some time during the treatment most of the patients 
expectorated some of the dye. 
Ravpu B. Betrman, M.D. 


Patterson, D. W., and Nattrass, F. J., Actinomy- 
cosis of the Pleura. Brit. M.J., 1925, i, 918. 


The authors report in detail two cases of actino- 
mycosis of the pleura. This disease should be con- 
sidered in the case of any patient with a lump of 
obscure origin in the chest wall. An exploratory 
puncture with microscopic examination or culture 
of the contents will help in the diagnosis. Many 
observers have found difficulty in isolating the 
organism, but the diagnosis of actinomycosis is 
justified by the presence of branching filaments in a 
typical lesion. It is usually necessary to rule out 
tuberculosis of a rib, sarcoma, and gumma. 

There is some question as to whether the infection 
is conveyed to man from vegetable sources. Experi- 
mental evidence indicates that actinomyces bovis 
is a frequent inhabitant of the alimentary tract of 
man and in certain unknown circumstances may 
be carried into the tissues. It may enter the body 
by inhalation and by invasion of the skin. Another 
possible route of infection is the oesophagus. From 
the cesophagus, the mediastinum becomes involved 
and thence the disease spreads directly to the pleura. 
In one of the authors’ cases the pleura appeared 
to be iafected by the blood stream from an unknown 
primary focus, probably in the mouth or some other 
part of the alimentary canal. 

In the treatment for actinomycosis use is made of 
potassium iodide, X-ray irradiation, and vaccines, 
but none of these agents was of value in the authors’ 
cases. When the disease is limited, radical surgical 
treatment is sometimes effective. 

Cyrit J. GLaspet, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Auchincloess, H.: Fascial Strip Repair of Femoral 
Hernia. Ann. Surg., 1925, 1xxxi, 1009. 


Auchincloss reports the case of a 26-year-old 
woman with a complete right femoral hernia which 
was repaired as follows: 

An oblique incision was made just above Pou- 
part’s ligament, Scarpa’s fascia divided in the thigh, 
and the sac freed and opened vertically to Poupart’s 
ligament, and the external aponeurosis opened to the 
upper part of the external ring. A long fascial strip 
about 1 cm. broad was then split off from the upper 
cut edge, its lower end, really the inner pillar of the 
external ring, being left attached. After ligation of 
the obturator vessels and peritoneum the neck of the 
sac was exposed and incised vertically well down to 
Poupart’s ligament, the contents of the sac were 
reduced, and the redundant sac below the ligament 
was cut away. The posterior cut edge of the sac 
below the ligament was then passed up through the 
crural canal into the abdomen by means of a curved 
clamp and the peritoneal incision was closed as in an 
ordinary laparotomy repair. Cooper’s ligament and 
the femoral vein were thus readily exposed. 

By means of a scissor-clamp type of instrument, 
it was a very simple procedure to draw the fascial 
strip through the triangular fascia and the con- 
joined tendon, under Cooper’s ligament, and then 
through the shelving margin of Poupart’s ligament. 
There was no fear of wounding the vein in spite of 
the fact that the strip was brought through the liga- 
ments in close relationship to it. After it had been 
brought through, there was no noticeable tension 
and the crural canal was thoroughly blocked by the 
passage of the strip to and fro between the ligaments. 
The end of the strip was passed through the shelving 
margin of Poupart’s ligament a couple of times, and 
a few fine chromic sutures were introduced to 
maintain it. The wound was then closed. 

The needles used for fascial sutures were at hand 
during the operation, but after their introduction 
into the wound it would have been nearly impossible 
to use them to accomplish what was very easily 
accomplished by the type of clamp that was em- 
ployed. Indeed, a finely pointed mosquito clamp 
can be used, but the cutting edges on the outside of 
the clamps described provide a slit in dense fascial 
structures which considerably facilitates delicacy in 
technique. 

The reasons for citing this case are the following: 

1. Femoral herniz may recur even when they are 
treated by accepted methods. 

_2. If the operation is carried on above Poupart’s 
ligament, a strip of the external oblique can be used 
for repair with equal ease, greater security, less 
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danger of accident to the vein, and probably less 
chance of recurrence than a suture. 
3. The instrument used for suturing with fascial 
strips greatly facilitates the procedure. 
4. This instrument will be found of value in any 
fascial suture or tendon transplantation operation. 
Cart R. Srernke, M.D. 


Holman, E.: Tendon-to-Tendon Approximation in 
the Halsted Type of Hernial Repair; the Elimi- 
nation of Tension. Ohio State M.J., 1925, xxi, 321. 


The first essential in a successful hernia operation 
is high ligation of the sac. The dissection of the sac 
should be carried well up into the abdomen. Care is 
necessary in this dissection to avoid tearing the 
peritoneum. 

For a hernia of the indirect type the following 
method is advised: 

The cremaster muscle and infundibuliform fascia 
is tucked underneath the fleshy body of the internal 
oblique by four or five mattress sutures of fine silk. 
This provides the first covering for the defect in the 
wall. The cord is not transplanted, and the cord 
tissues are traumatized as little as possible. 

In the second step the edge of the internal oblique 
and the tendinous portion of the falx inguinalis are 
sutured to the under-surface of Poupart’s ligament 
by a number of interrupted silk sutures and the 
sutures are loosely tied. In this manner muscle is 
approximated to tendon. 

In the third step the external edge of the divided 
external oblique is drawn medially and sutured to 
the fascial portion of the internal oblique. This 
procedure brings together all of the available muscle 
and fascial layers so as to form a compact roof for 
the abdominal defect. It approximates tendon to 
tendon and relieves all tension from the previously 
placed line of sutures. 

In the last step the internal edge of the divided 
external oblique is sutured to the external surface of 
Poupart’s ligament by another row of interrupted 
silk sutures. It is particularly important that all the 
sutures be tied loosely in order that included tissues 
will not be strangulated. Strangulated tissue is de- 
vitalized tissue which allows sutures to cut through 
and acts as a splendid medium for bacterial culture. 

This method of repair goes much further than the 
usual overlapping of the external oblique flaps 
according to the Andrews-Ferguson operation. It 
favors permanent healing by removing all tension 
from the several lines of sutures and it provides 
for a tendon-to-tendon approximation which seems 
to give better results than the muscle-to-tendon 
approximation. 

For the repair of direct hernia, the cord is usually 
transplanted directly under the skin by the Bassini 
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method of repair or by closing the defect with a flap 
of the rectus sheath sutured to Poupart’s ligament 
followed by overlapping of the external oblique 
fascia as described. 

In conclusion the author states that when the 
edge of the rectus muscle is sutured to Poupart’s 
ligament permanent healing cannot be expected 
because of the tension under which such apposition 
is obtained. Cyrit J. GLaspeL, M.D. 


Armstrong, G. E.: The Treatment of General 
Peritonitis. Surg., Gynec. & Obst., 1925, xl, 760. 

In general peritonitis the bacteria are adherent 
to the peritoneum and no amount of sponging or 
washing will remove them. They can be destroyed 
only by the toxins that they themselves create. 

Obviously, therefore, nothing should be done that 
will delay the output of these toxins. If coils of 
intestine are not disturbed, adhesions will not form 
and there will be no obstruction. 

The cause of the infection must be dealt with as 
gently as possible. Armstrong passes a soft rubber 
tube or an accordion drain nearly, but not quite, 
to the bottom of the pelvis, places the patient in 
the Fowler position, gives saline solution by rectum 
or intravenously if necessary, and withholds food 
until the bowels move. The tube is not for drainage 
but to allow the escape of a sufficient amount of 
fluid to relieve the abdominal tension and thus favor 
the circulation in the blood and lymph vessels. 

Armstrong claims that all patients with general 
peritonitis who are treated in this way will recover 
if the treatment is instituted before paralytic ob- 
struction develops. | CLayron F. ANDREws, M.D. 


McGuire, L. D.: Drainage of the Thoracic Duct in 
Peritonitis. Surg.,Gynec. & Obst., 1925, xl, 626. 

Bacillus prodigiosus injected intraperitoneally in 
cases of experimentally produced peritonitis could 
not be recovered from lymph from the thoracic duct. 

Lymph from the thoracic duct in cases of peri- 
tonitis in dogs did not appear highly toxic, compara- 
tively large amounts producing no éffect when in- 
jected intravenously into rabbits. 

Dogs with experimentally produced peritonitis 
were not benefited by drainage of the thoracic duct. 
All of them died. 

Much experimental work must still be done before 
surgeons may perform lymphaticostomy in cases of 
peritonitis with confidence. 


Nather, K., and Ochsner, A.: Abscess in the Cul- 
de-Sac of Douglas Following the Closed Treat- 
ment of Peritonitis (Der Douglasabscess im 
Gefolge der geschlossenen Peritonitisbehandlung). 
Deutsche Ztschr. f. Chir., 1924, clxxxviii, 124. 

After operation for peritonitis, the authors’ pa- 
tients are placed in the Fowler position. The early 
hours after operation are the most important for 
drainage because at that time the intestinal coils 
are not agglutinated and the paths to the lower part 
of the abdomen are unobstructed. The Douglas 





abscess is not considered a serious complication; 
it is a sort of spontaneous recovery. Abdominal 
drainage is effective only for a few hours and is in- 
dicated only for an isolated abscess cavity or the 
drainage of a circumscribed area. 

The first sign of a Douglas abscess is a collateral 
cedema, especially in the wall of the rectum. There 
may be also an excretion of mucus or a mucous diar- 
rhoea. In the late stage, paralysis of the rectal 
sphincter is characteristic. 

Twenty-five of thirty-nine Douglas abscesses seen 
by the authors followed appendectomy. These cases 
constituted 3.6 per cent of all cases of appendicitis 
operated upon. In an additional 2.5 per cent there 
was an infiltration in the pouch of Douglas which dis- 
appeared. In four of twenty-two cases the abscess 
formed in spite of abdominal drainage. In fourteen 
cases primary drainage was established at the time 
of the operation. Two cases with vaginal drainage 
and one with rectal drainage were fatal. Of eleven 
cases in which drainage was obtained by means of 
gauze strips and tubing through the abdominal wall, 
an abscess developed in three. It is therefore evident 
that primary drainage cannot prevent the formation 
of a Douglas abscess. Such an abscess was formed 
in 18.1 per cent of cases with primary abdominal 
drainage, and 27.2 per cent of those with primary 
drainage of the pouch of Douglas, but only 3.5 per 
cent of those in which primary closure of the ab- 
domen was done after appendectomy. The authors 
believe also that the period of convalescence from 
Douglas abscess is shorter when closure is done than 
when primary drainage or preliminary abdominal 
drainage is established. 

The development of a Douglas abscess is evidenced 
by fever, a gradually developing prominence of the 
rectal wall, tenderness and increased resistance in 
the anterior rectal wall on rectal palpation, and in- 
filtration that begins high up and travels downward. 
Four days after operation an easily demonstrable 
infiltration develops. Later, this often becomes 
very hard, even though a large abscess develops be- 
hind it. The best time to open the abscess is the 
time of fluctuation. 

Another characteristic of Douglas abscess is com- 
plete relaxation of the sphincter. This sign alone is 
sufficient for the diagnosis. With increasing paraly- 
sis of the gut, a severe diarrhoea with the admixture of 
blood in the feces occurs in 50 per cent of the cases, 
and in rare cases (probably as the result of mechan- 
ical obstruction) there is obstinate constipation. The 
condition may be associated also with severe cys- 
titis and with leucorrhoea. In some cases there may 
be even marked meteorism. 

The temperature may remain high after the lap- 
arotomy until the abscess is opened or it may fall 
and then soon rise again or fall more slowly and 
remain subfebrile for a time. In other cases it may 
fall after the laparotomy, rise on the third day, then 
return to normal, and after a more or less long in- 
terval rise again and then fall by lysis a few days 
after the opening of the abscess. 
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The behavior of the leucocytes, which constantly 
increase up to the development of the abscess, is also 
characteristic. 

On the application of heat the infiltrations may 
disappear after a few days, but a manifest abscess 
should be opened, even if it lies hidden behind thick 
indurations. Rectal or vaginal opening of a Douglas 
abscess is the old and still satisfactory treatment. 
The dangers associated with the operation are in- 
jury to a coil of intestine, fecal infection of the ab- 
scess, pelvic phlegmon, and hemorrhage. If the ab- 
scess is walled off, an intestinal injury may be avoid- 
ed by opening the abscess under the control of vision. 
Fecal infection and pelvic phlegmon are exceedingly 
rare. To prevent hemorrhage the incisions should 
be made as near as possible to the median line. They 
should be made also in the longitudinal direction of 
the rectum. It is well to plunge a thick needle into 
the protruding anterior wall of the rectum and, on the 
discovery of pus, to dilate this opening bluntly with 
a dressing forceps. With vaginal opening, the pro- 
cedure is the same. 

The after-treatment should include the introduc- 
tion of a rubber tube and the application of a T- 
bandage. In the absence of pronounced intestinal 
paralysis, small doses of opium may be given several 
times daily for one or two days. If the drainage 
tube falls out of the wound after a few days, it need 
not be re-inserted as experience shows that retention 
rarely occurs. Lornr (Z). 


GASTRO-INTESTINAL TRACT 


Garbat, A. L.: A New Method for Studying Pure 
Gastric Secretion. Am. J. M.Sc., 1925, clxix, 687. 


In the author’s studies on duodenal alimentation 
the two-tube method was found very satisfactory 
for obtaining pure gastric secretion during digestion. 

The patient swallows a duodenal tube (Einhorn 
type) and this tube is allowed to pass into the duo- 
denum in the usual way. After it has been proved 
definitely in place, another duodenal tube is swal- 
lowed but this second one remains in the stomach. 
When gastric juice is wanted, duodenal alimentation 
is started through the duodenal tube. 

The author has found that in response to the duo- 
denal feeding there is an immediate secretion of 
gastric juice which can be easily aspirated from the 
stomach through the gastric tube. In this manner 
large quantities of gastric secretion can be collected 
as soon as it is secreted and without the admixture 
ofa test meal. The secretion was found to differ with 
the various articles of food ingested and was formed 
as long as the food remained in the duodenum. 

Joun W. Nuzum, M.D. 


Boldyreff, W. N.: A Simplified Isolated Stomach, 
with Observations on the Use of Soft Rubber 
Fistula Tubes. Bull. Battle Creek Sanit. & Hosp. 
Clinic, Battle Creek, Michigan, 1925, xx, 77. 

The new simplified method presented by the 
author is an easy method of isolating large portions 
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of the stomach which is much simpler than the pro- 
cedures previously described by Heidenhain, Paw- 
low, and others. 

Boldyreff describes the technique in detail and 
discusses the advantages of soft rubber fistula tubes 
as compared with the ordinary metallic tubes. 

SAMUEL Kaun, M.D. 


Bastianelli, P.: An Inadequate Experiment to Dis- 
prove a ‘‘Theory of Gastric Surgery with Little 
Basis’’ (Su di un poco fondato esperimento per 
combattere ‘‘un poco fondato preconcetto di chi- 
rurgica gastrica’”’). Arch. ital. di chir., 1925, xi, 104. 


Passive rotation of the stomach, i. e., rotation of 
the greater curvature from below upward and of the 
lesser curvature from above downward when the 
organ is filled with food was described as a physi- 
ological phenomenon by Luciani. Recently Selmi 
performed experiments on cadavers which seemed to 
disprove this possibility. 

Bastianelli points out, however, tliat Selmi’s 
experiments are not conclusive because the condi- 
tions of muscular tonicity in the living stomach are 
quite different from those in the cadaver. In the 
cadaver the walls of the stomach act like those of 
an inert sac. Bastianelli therefore concludes that 
Luciani’s affirmation of passive Yotation (upon 
which certain procedures in gastro-enterostomy are 
based) must stand until it is disproved on physi- 
ological grounds. W. A. BRENNAN. 


Friedenwald, J., and Morrison, T. H.: Certain 
Factors Relating to the Etiology of Gastric and 
Duodenal Ulcer. South. M. J., 1925, xviii, 315. 


Ulcers of the stomach and duodenum may be 
manifestations of some systemic disturbance. The 
causes of ulcer are multiple. 

Infection is an important factor present in 33.1 
per cent of cases (Smithies). 

In a certain type of person disturbances of the 
nervous system together with psychic influences will 
cause ulcer. Usually the lesion is preceded by a 
long period of hyperacidity with pylorospasm. 
Endocrine malfunction may cause stomach changes 
leading to ulcer. An alteration in the action of 
the sympathetic system may result in secretory 
changes. 

Hyperacidity alone may not cause ulcer, but is 
usually present with ulcer and is thought to favor 
its persistence. 

Trauma from food and from external forces may 
cause ulcer. Of the authors’ patients, 21.4 per cent 
were subjects of alcoholism. 

Anemia and chlorosis have a definite etiological 
relationship to ulcer. Anaemia may be the result of a 
bleeding ulcer, but is present in 65 per cent of cases 
and prevents healing. 

Arteriosclerosis will produce ulcer through the 
rupture of small aneurisms and endarteritis. 

Syphilis is not a common cause of ulcer. 

The author cites cases due to each factor. 

Marcus H. Hosart, M.D. 
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Stahnke, E.: Experimental Studies on the Neuro- 
genic Origin of Gastric Ulcer, and a Contribu- 
tion on the Pathological Physiology of the 
Nerves of the Stomach (Experimentelle Unter- 
suchungen zur Frage der neurogenen Entstehung 
des Ulcus ventriculi; zugleich ein Beitrag zur patho- 
logischen Physiologie der Mageninnervation). Arch. 
f. klin. Chir., 1924, cxxxii, 1. 


In order to determine the effect of long-continued 
stimulation of the uninjured vagus on the motility 
and secretion of the stomach, especially with re- 
gard to the genesis of ulcer, Stahnke faradized the 
vagi of six dogs above the cardia for forty minutes 
daily for a considerable period of time by means of 
an electrode-bearing oesophageal sound. Several 
weeks before the beginning of the treatment a gastric 
fistula was made. 

Fluoroscopic examination showed that the effect 
of such stimulation varied with the strength of the 
stimulation. Weak and moderate stimulation in- 
creased the peristalsis, while strong stimulation in- 
hibited it. Following the completion of the entire 
period of stimulation there was increased tonus with 
acceleration of the peristalsis in the pyloric portion. 

After one stimulation there was a marked increase 
in the secretion, especially of mucus and pepsin, even 
in the second digestive phase. On continued stimu- 
lation the quantity and digestive power of the di- 
gestive juice was increased. The experimental find- 
ings included also an increase in the blood supply. 
No muscular spasm or ischemia were noted. 

At necropsy neither macroscopic nor microscopic 
changes were found in the stimulated nerve, but the 
gastric mucosa showed gastritis and in some of the 
dogs superficial defects in the mucosa were discovered. 

The author concludes from these experiments 
that stimulation of the vagus may be a factor in the 
origin of ulcers by reason of an increase in secretion 
and chronic gastritis, but not, as von Bergmann as- 
sumes, by causing spasm and ischemia. 

VORDERBRUEGGE (Z). 


Verbrycke, J. R.: Multiple and Recurrent Ulcers 
of the Stomach and Duodenum. South. M. J., 
1925, XVili, 324. 

The incidence of gastrojejunal and jejunal ulcers 
following gastro-enterostomy has dropped in late 
years from 5 to 2 per cent. Occasionally a new ulcer 
appears after the removal or cure of a previous one. 
The diagnosis of ulcer is much more difficult after 
gastro-enterostomy. The author cites several cases 
of ulcer which developed after the healing of the 
original lesion. 

More common than a new ulcer is failure of the 
original ulcer to heal after operation. 

The number of recurrences depends upon the 
after-treatment and the type of patient. Most of 
the recurrences develop within a year after operation. 
In many cases hemorrhage is the first sign. Several 
cases are cited. 

Prevention of a secondary ulcer depends upon the 
following factors: 





1. The choice of the correct operation for the 
particular case. 

2. A correct technique. The gastro-enterostomy 
opening must be neither too large nor too small. 

3. The removal of the etiological factors. Ab- 
dominal foci are more commonly than others the 
cause of infectious ulcers. 

4. Careful after-treatment. Surgical treatment 
is never successful without proper medical care. 
Gastro-enterostomy only creates a condition more 
favorable for cure. Resection of the ulcers shortens 
the time that medical treatment is necessary. 
Proper management will result in a permanent cure 
in from go to 95 per cent of cases. 

In cases of recurrent ulcer, either medical or sur- 
gical treatment may be successful. Medical treat- 
ment will effect a cure more frequently if a good 
operation has been performed. Gastrojejunal 
ulcers are an exception. If medical treatment fails, 
resort may still be had to surgery. At the second 
operation, gastric resection may often be indicated. 

Marcus H. Hosart, M.D. 


Vandorfy, J.: Studies on the Origin of the Pain As- 
sociated with Gastric Ulcer (Untersuchungen 
ueber die Entstehungsart des Schmerzes bei Magen- 
geschwuer). Orvosi Hetil., 1925, \xix, 2 

In the investigation of gastric pain the following 
factors must be considered: (1) localization (con- 
stant or varying, circumscribed or diffuse); (2) 
radiation; (3) character (pressing, dull, burning, 
sticking, colicky, etc.); (4) relationship to the di- 
gestive process; (5) factors by which it is affected 
(pressure on the abdomen, bodily movement, dorsal 
or ventral position, heat); and (6) periodicity. 

Sixty-two patients with ulcer (fifty-two with du- 
odenal ulcer) were examined regarding these points. 
Hyperacidity was found in only about half of the 
cases, and motor functional disturbance in forty. 
In only occasional cases were the pains spontaneous 
and circumscribed, and even in these the site varied 
on repeated examinations. In the X-ray examina- 
tion it was often noted that the site of tenderness 
did not correspond to that of the pathological 
changes. 

In about half of the cases the pains radiated. Asa 
rule the radiation was toward the back, but occasion- 
ally it was upward toward the region of the heart. 
Frequently the symptoms were limited exclusively 
to pain in the back. In forty-five cases the pain had 
a dull, pressure-like character and the general con- 
dition was very poor. In one-fifth of these cases 
there was occasional colic. Colicky pains attribut- 
able to spasm of the gastric musculature occurred in 
thirteen cases. In four cases the pains were of a 
sticking and burning character; the sensation was 
like that of an open wound. The dull, pressing pains 
that are produced by pathological gastric tonus 
were closely related to the digestive process. Com- 
plaint of hunger pain was made in twenty-seven 
cases; this pain was generally of a dull and pressing 
character, but in five cases was colicky. In six cases 
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the pain was relieved by vomiting (change in the 
gastric tone). 

By having the patient drink a glass of water it 
can be definitely determined whether the pain is re- 
lieved by neutralization or a change in the gastric 
tonus. Myogenic origin of the pain is confirmed also 
by the effect of heat and mechanical influences. 

In general, the author’s investigations indicated 
that the chief factcr in the pain of ulcer is motor 
dysfunction of the stomach. Makar (Z). 


Ssmagin, G.: The Symptomatology of Simul- 
taneously Occurring Gastric and Duodenal 
Ulcers (Zur Symptomatologie der gleichzeitigen 
Magen- und Duodenalulcera). Arch. klin. i exper. 
Mediziny, 1924, iii, 62. 

While the diagnosis of gastric and duodenal ulcers 
is often very difficult and the differentiation of 
gastric from duodenal ulcer appears still more 
difficult—a fact due to the frequent presence of 
perigastritis, periduodenitis, various types of adhe- 
sions, and ulcers in both the stomach and the 
duodenum—the correct diagnosis of ulcers simul- 
taneously present in the stomach and duodenum is 
extremely difficult because of the complicated symp- 
toms, even though this phenomenon is not very rare. 
Among the author’s thirty-four cases of ulcer a 
lesion was found at operation in both the stomach 
and the duodenum in three. Ssmagin draws the fol- 
lowing conclusions: 

The simultaneous occurrence of gastric and duo- 
denal ulcers is found in about 12 per cent of ulcer 
cases. This possibility should be thought of in 
every case with a definite syndrome of ulcer which 
persists and is not definitely characteristic of a gas- 
tric or a duodenal ulcer alone. It becomes a certainty 
when the single attacks of pain last longer than 
eight hours and begin from one to two hours after 
the ingestion of food, and when the vomiting, which 
frequently occurs almost daily from two to three 
hours after the ingestion of food and brings up 
remains of the meal, is not followed by relief of the 
pain. The condition is suggested also by the pres- 
ence of chronic icterus associated with a distinct 
syndrome of gastric ulcer. Von ACKERMANN (Z). 


Stohr, R.: Shoulder Pain in Perforation of Gastric 
and Duodenal Ulcers (Ueber den Schulterschmerz 
bei Durchbruch von Geschwueren des Magens und 
Zwoelflingerdarmes). Wien. klin. Wchnschr., 1925, 
XXXViii, 308. 


In seven of the author’s cases of perforated ulcer, 
four of which were duodenal and three pyloric, com- 
plaint was made of the shoulder pain described by 
Oehlecker as a distant symptom of the phrenic 
nerve. In almost’every case the pain in the shoulder 
was as severe as that in the abdomen. It occurred 
only in the right shoulder. Usually it was noted at 
the same time as the abdominal pain, but in two cases 
it occurred about half an hour later. 

In one case in which a diagnosis of perforated 
gastric ulcer was made and shoulder pain was absent 
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the condition was found at operation to be acute 
cholelithiasis. On the other hand, in a case that was 
admitted to the hospital with a diagnosis of appendi- 
citis and a pre-operative diagnosis of perforated 
duodenal ulcer was made on the basis of shoulder 
pain alone, the pre-operative diagnosis was confirmed 
at operation. 

The shoulder pain does not radiate from the upper 
part of the abdomen, but seems to originate in the 
shoulder. The phrenic nerve divides into its term- 
inal branches in the region of the diaphragm. On 
its way through the diaphragm, as also in the lower 
part of the neck, it receives sympathetic fibers. 
Felix has shown that the terminal branches of the 
phrenic nerve which are distributed on the abdom- 
inal serous covering of the diaphragm are purely 
sensory nerves. 

From the fourth cervical segment arise also the 
anterior, median, and posterior supraclavicular 
nerves which furnish a sensory supply to a circum- 
scribed area of skin in the region of the shoulder. 
Therefore, if the terminal branches of the phrenic 
nerve on the peritoneal covering of the diaphragm are 
stimulated chemically or by inflammation, the sen- 
sation of pain must be distributed to the portion of 
the shoulder supplied by the small supraclavicular 
nerves by way of a centripetal tract which has not 
yet been definitely established anatomically. 

HAuMANN (Z). 


Balfour, D. C.: The Relative Merits of the Various 
Treatments of Peptic Ulcer. Minnesota Med., 
1925, viii, 218. 

Of all diseases within the abdomen, peptic ulcer 
stands first in the number and variety of treatments 
which have been suggested for its cure. Although 
many of the methods have been abandoned, the 
author has chosen those which are worthy of dis- 
cussion, including both medical and surgical pro- 
cedures. 

In all forms of medical treatment of ulcer the 
basis is essentially the same. In chronic gastric 
ulcer, prolonged medical treatment is justified only 
when operative treatment is absolutely contra- 
indicated; but it may be of marked value when em- 
ployed temporarily to improve the condition of 
patients who have become poor surgical risks. As 
there are no serious objections to the medical treat- 
ment of chronic duodenal ulcer, and as postmortem 
evidence shows that ulcers may heal spontaneously, 
most surgeons advise at least one course of medical 
treatment before operation is undertaken. The 
amount and length of treatment depend on the type 
of patient and his symptomatic response. 

The essential point is to select the method best 
suited to the particular case. It is of prime impor- 
tance to realize that gastric and duodenal ulcers are 
two distinct entities. The fundamental principle in 
the successful treatment of chronic gastric ulcer is 
the removal of the ulcer whenever feasible. The 
method of removal varies with the size and situation 
of the ulcer. The indications for the various pro. 
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cedures in chronic gastric ulcer are represented by 
the types of operation performed in the Mayo Clinic 
during the last ten years. From 1914 to 1924, 1,228 
operations for chronic gastric ulcer included: cau- 
tery excision and gastro-enterostomy (342); knife 
excision and gastro-enterostomy (237); partial gas- 
trectomy, including the Billroth I and II operations, 
the retrocolic and antecolic Pélya operations, sleeve 
resection, etc. (197); excision and gastroduodenos- 
tomy (29); and gastro-enterostomy (250). 

In the surgical treatment of chronic duodenal 
ulcer, one fact which stands out is that no one opera- 
tion, even when well-suited to the case, will give 
perfect results. There are four procedures which 
merit consideration: (1) gastro-enterostomy with 
or without excision of the ulcer; (2) pyloroplasty or 
gastroduodenostomy with or without excision; (3) 
excision alone; and (4) partial gastrectomy. 

With regard to gastro-enterostomy the author 
states that it is safe to assume that the more exten- 
sive the lesion, the more definitely is operation in- 
dicated and the more certain are its results. Opera- 
tions at the outlet of the stomach have a definite, 
though limited, place in the treatment of duodenal 
ulcer. Their chief disadvantage is that they do not 
have so positive an effect in reducing the acidity of 
the gastric juices or in maintaining that reduction 
as other procedures. Excision by knife and cautery 
would seem the ideal method of treatment because 
of its simplicity in principle and technique, but since 
the operation itself does not afford protection against 
the formation of further ulcers, the end-results are 
problematic. In the consideration of partial gastrec- 
tomy it seems more reasonable to reserve this pro- 
cedure for the exceptional cases of duodenal ulcer 
in which a simple operation has been followed by 
secondary ulceration. 


Delbet, P.: Vaccine Treatment in Hamorrhage 
Due to Gastro-Intestinal Ulcer (La vaccino- 
thérapie dans les hémorragies des ulcéres gastro- 
duo-dénaux). Rev. de chir., Par., 1925, xliv, 5. 

It has long been believed that inféction plays a 
role of considerable importance in gastroduodenal 
ulcerations. According to one theory, the charac- 
teristic crises of these lesions are the expression of 
outbursts of infection. 

Delbet reports two typical cases in which vaccine 
therapy (propidon) was employed successfully. 
The first case demonstrated that a patient with a 
red cell count of only 930,000 as the result of 
repeated haemorrhages can recover without trans- 
fusion. In the second case the propidon was injected 
when the red cell count was 1,000,000. A trans- 
fusion was given shortly afterward, but twenty 
hours later the count had fallen to 950,000 although 
no hemorrhage had occurred in the interval. The 
next day, after a second injection of propidon, the 
count rose to 2,820,000. After this it vacillated 
following two hemorrhages. The patient recovered. 

As Delbet had had no previous experience with 
vaccines in cases of anemia, he was at first dubious 
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with regard to the reaction. In the first case he 
began by injecting 1 c.cm. of propidon. As the 
reaction from this was slight, he gave a second 
injection of 2 c.cm. two days later, and on the next 
day gave 4 c.cm. In the second case the first in- 
jection of 4 c.cm. had no untoward effect. 

The argument may be advanced that recovery 
resulted in spite of the injections, but Delbet has a 
different impression since at each injection the 
patients experienced and manifested a sensation of 
well-being and renewed strength. 

The injections were given for the purpose of 
arresting haemorrhage by suppressing the infection, 
and not with any idea that they would have any 
direct hemostatic action. However, it is possible 
that they may have had a direct effect on the bleed- 
ing. W. A. BRENNAN. 


Walton, A. J.: Operative Treatment of Ulcers of 
the Body of the Stomach. Surg., Gynec. & Obst., 
1925, xl, 761. 


From the standpoint of treatment, ulcers of the 
stomach fall into two groups: those low down on the 
lesser curvature or on the posterior surface close to 
the lesser curvature, and those far up on the lesser 
curvature and frequently in close relationship to the 
cesophageal opening. The latter are often larger 
than the former and as they may be firmly attached 
to the surrounding structures, any type of opera- 
tion may be difficult. Fortunately, however, most 
ulcers belong to the first group. 

Gastro-enterostomy gives satisfactory results in 
cases of simple ulcer at the pylorus or in the first 
part of the duodenum, especially if there is obstruc- 
tion, but it is insufficient as the sole treatment for 
ulcer on the lesser curvature. In the latter type of 
case the incidence of recurrence is high, new ulcers 
form, and there is constant danger of the develop- 
ment of carcinoma. Balfour states that 40 per cent 
of the deaths following recovery from an operation 
for gastric ulcer are due to carcinoma. 

Excision of the ulcer is accomplished by many dif- 
ferent methods. Wedge resection requires consider- 
able skill, but when it is properly done is very satis- 
factory and has a low mortality. 

Transgastric resection as advocated by Mayo is 
often of value. In stitch resection, a surrounding 
autolytic stitch is introduced to destroy the portion 
of the stomach within its grasp. Often, however, it 
is difficult to surround the ulcerated area with such 
a stitch satisfactorily. 

Balfour cauterizes the ulcer and closes the open- 
ing which is left. The heat of the cautery has a 
widespread effect on surrounding diseased tissue. 

Sleeve resection has been widely used of late and 
has been the subject of both favorable and unfavor- 
able comments. 

These various methods have fallen into disrepute 
because of failures and recurrences. Walton states, 
however, that if the excision is done first and fol- 
lowed by a gastro-enterostomy, the results are very 
satisfactory. He combines the wedge resection with 
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gastro-enterostomy. In 143 of his cases there were 
only three deaths. According to late reports on 117 
patients, ninety-nine are entirely well and eight 
complain only of occasional slight flatulence. Hence, 
gt per cent are leading normal lives. Of the others, 
one has a true recurrence at the site of the excision, 
one has developed a carcinoma at the site of excision, 
one has a carcinoma at the pylorus quite separate 
from the site of the ulcer on the lesser curvature, and 
two have died, one from pneumonia and the other 
from a cause not reported. 

Partial resection is being done extensively, but 
except in the hands of a few experts has a high mor- 
tality. Another objection to this procedure is that 
it removes too much stomach in removing a small 
ulcer. However, it should be performed whenever 
there is the slightest suspicion of malignancy. 

In cases of large ulcers high up on the lesser curva- 
ture a subtotal or complete gastrectomy is often 
necessary. Such an operation is associated with a 
high mortality and it is doubtful whether it is jus- 
tified. Moynihan advocates a jejunostomy kept 
open for a long period, but the author objects to 
this procedure because of the long period of invalid- 
ism by which it is followed. By means of a high 
gastro-enterostomy, Walton has obtained a cure in 
yo per cent of cases of this type. Later, after the 
ulcer becomes smaller, local excision can often be 
done satisfactorily. Crayton F. ANDREWS, M.D. 


Usawa, M.: Carcinoma of the Stomach at an Early 
Age (Ueber das Magencarcinom im jugendlichen 
Alter). Nippon Gankwa Gakukwai Zasshi, 1924, 
xxvi, 38. 

In the period from 1904 to 1923 at the First Sur- 
gical Clinic of the Imperial Kiushu University, 1,250 
cases of carcinoma of the stomach were operated 
upon. In all, the diagnosis was made by histological 
examination. In this article the author reports on 
fifty-seven cases (4.56 per cent of the total number) 
in which the cancer developed before the thirtieth 
year of life. 

Two of the patients were between 19 and 20 years 
of age; eighteen were between 21 and 25 years of 
age; and thirty-seven between 26 and 30 years of age. 
The statistical data on carcinoma of the stomach in 
older persons shows an incidence three times as great 
in males as in females, but of the fifty-seven young 
persons whose cases are reviewed thirty were males. 

Smithies distinguishes two types of carcinoma of 
the stomach in the young: (1) a rare type (in 12.5 
per cent of the cases) which runs an acute course, 
and (2) a more common type (87.5 per cent of the 
cases) which undergoes transition from ulcer to 
carcinoma. Of the cases reviewed by Usawa, nine 
(12.5 per cent) were of the second type and thirty- 
four of the first type. 

Ortner once said that carcinoma of the stomach in 
the young is sometimes associated with a high tem- 
perature (over 39 degrees C.), but in none of the 
author’s fifty-seven cases was this noted. A rise in 
the temperature may occur at any age and must be 
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attributed to bacterial infection of the ulcerated 
surface. 

The number and type of operations in the author’s 
cases were the following: radical operations, twenty- 
three cases (40.3 per cent); palliative operations, 
twenty-three cases (40.3 per cent); simple laparot- 
omies, eleven cases (19.2 per cent). The operability 
is therefore the same as in the cases of older persons. 

The histological examination which was made on 
sections of the resected stomach in twenty-three 
cases and on metastatic lymph nodes in five cases, 
revealed the following findings: adenomatous car- 
cinoma, ten cases; medullary carcinoma, six cases; 
simple carcinoma, seven cases; colloid carcinoma, 
three cases; and scirrhous carcinoma, two cases. 

Only two patients lived longer than three years 
after the operation. One of these died after seven 
years from pulmonary tuberculosis and the other 
died after three years and four months from a 
recurrence. Usawa (Z). 


Anschuetz, W.: The Diagnosis and Prognosis in the 
Surgical Treatment of Carcinoma of the 
Stomach (Die Diagnose und Prognose bei der 
chirurgischen Behandlung des Magencarcinoms). 
Muenchen. med. Wehnschr., 1925, \xxii, 1. 


Of great importance in the diagnosis of carci- 
noma of the stomach are the examination for occult 
blood in the stools and the X-ray examination. The 
old Boas examination of the faces for occult blood is 
of such value that repeated negative findings indi- 
cate the absence of a carcinoma in the stomach al- 
most positively. X-ray examination is of equal val- 
ue. In the past few years roentgen procedures have 
been so refined technically that it is possible to dis- 
tinguish between the pictures of normal and patho- 
logical stomachs with practical certainty. The 
statement is therefore justified that in cases of 
chronic gastric complaints the absence of carcinoma 
of the stomach is indicated with the greatest cer- 
tainty if the fluoroscopic picture and roentgenograms 
are normal. By the combined use of both methods 
of examination it has been possible constantly to 
reduce the number of diagnostic laparotomies. 

In the prognosis, the latent growth of the neo- 
plasm is of chief importance. It appears that a cer- 
tain average number of symptoms must be reached 
before the patient consults his physician, and by that 
time from one-third to one-fourth of the cases are 
inoperable. The duration of life after operation de- 
pends upon the type of operative procedure. Ac- 
cording to the statistics of several large clinics, the 
length of survival after gastro-enterostomy ranges 
from three to nine months. As life after a gastro- 
enterostomy in such cases is not agreeable, there is 
a growing tendency to regard resection as the only 
operation. Radical operation is contra-indicated, 
not by age, anamia, cachexia, inanition, etc., but 
solely by the presence of distant metastases (liver, 
rectum, peritoneum, ovaries, Virchow’s gland). Sta- 
tistics as to the relative value of resection and pal- 
liative resection by the Mikulicz method are diffi- 
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cult to evaluate as they are seldom based on the 
same types of cases. 

With improvement of the operative technique 
the mortality of the radical operation has decreased 
from 48 to 25 per cent. In statistics based on small 
series of cases it has been as low as 10 per cent. 

With regard to survival after resection the sta- 
tistics of the large clinics are all practically the same. 
Of the patients who were treated by resection at Kiel, 
38 per cent lived for at least two years, 30 per cent 
for at least three years, 22 per cent for at least five 
years, and 21 per cent for at least ten years. 

The histological findings lead to no certain prog- 
nostic conclusions; of greater importance is the lo- 
cation of the carcinoma, which determines its 
spread. ScHENK (Z). 


Taniguchi, K.: The Results of the Operative Treat- 
ment of Carcinoma of the Stomach at the 
Miyake Surgical University-Clinic (Ueber die 
Resultate der operativen Behandlung des Magen- 
carcinoms in der Miyakeschen chirurgischen Uni- 
versitaets-Klinik). Nippon Gankwa Gakukwai 
Zasshi, 1924, XXv, 29. 


The total number of cases of carcinoma of the 
stomach diagnosed at the Miyake clinic in the period 
from 1904 to 1923 was 1,422. Of these, 1,235 were 
operated upon. ‘The following operations were 
done: 544 stomach and cardia resections, 373 
gastro-enterostomies, 43 gastrostomies, 10 jejunos- 
tomies, and 265 exploratory laparotomies. The 
radical operations constituted 44 per cent of the 
total number. Of the 542 patients subjected to 
resection of the stomach, 140 died from the opera- 
tion, the operative mortality being therefore 25.8 
per cent. 

Miyake divides the cases treated by resection into 
three groups, namely, 177 treated in the period from 
1904 to 1913 with fifty-eight deaths, a mortality of 
33-1 per cent; 179 treated with an improved tech- 
nique in the period from 1914 to 1919, with fifty- 
two deaths, a mortality of 29.3 per cent; and 186 
operated upon under novocain-adrenalin anes- 
thesia instead of ether or chloroform anesthesia 
with only thirty deaths, a mortality of 16.1 per cent. 

In 542 cases the following resections were done in 
addition to the resection of the stomach: resection 
of the pancreas in thirty cases with eleven deaths; 
resection of the colon in twenty-two cases with ten 
deaths; resection of the liver in five cases with three 
deaths; and resection of the small intestine in two 
cases with no deaths. Four hundred and forty-six 
(85.6 per cent) of the cases treated by resection were 
cases of cancer of the pylorus. 

On microscopic examination the types of car- 
cinoma were found to be as follows: adenocarci- 
noma in 280 cases, medullary carcinoma in ninety 
cases, simple carcinoma in seventy cases, colloid 
carcinoma in sixty-seven cases, and scirrhous car- 
cinoma in thirty-seven cases. 

Of the patients who survived the operation, sixty- 
nine could not be traced. Of the 333 others, 192 





died from recurrences and forty-five from some 
intercurrent disease. At the time this article was 
written (February, 1924), ninety-six were still liy- 
ing. In 237 fatal cases the average length of survival 
was eighteen and eight-tenths months. In twenty- 
three cases it was more than three years. 
TANIGUCHI (Z), 


Finsterer, H.: Permanent Results from Resection 
of Carcinoma of the Stomach (Dauererfolge bei 
der Resektion des Magencarcinoms). Wéien. klin. 
Wchnschr., 1924, xxxvii, 1157, 1181. 

The author attacks the view promulgated by the 
laity and certain physicians that the radical opera- 
tion for carcinoma of the stomach is practically a 
death sentence since the number of fatalities is 
greater than the number of cures and that it is use- 
less to subject the patient to the danger of a resec- 
tion as a recurrence usually develops later. 

Finsterer has widely extended the indications of 
operation because gastric carcinoma without oper- 
ation is always fatal. He has tried resection even 
when the carcinoma has spread to adjacent struc- 
tures. Unless large metastases in the liver or the 
peritoneum and ascites are clinically demonstrable, 
the operability of a carcinoma can be determined 
only by exploratory laparotomy. 

In 367 cases of carcinoma of the stomach upon 
which the author operated in the period from 1910 
to 1924, 225 resections, seventy gastro-enteros- 
tomies, and sixty-eight exploratory laparotomies 
and jejunostomies were done. In addition, there 
were four total extirpations of the stomach which 
were not included in this series. Resection was 
therefore done in 62 per cent of the cases. These are 
divided into three groups: 

Group 1 included 129 cases in which the carcinoma 
was limited to the stomach. To this group belong 
also fourteen cases of simultaneous resection of the 
mesocolon. In Group 2 were eighty-one cases in 
which a considerable portion of the pancreas, the 
left lobe of the liver, the transverse colon, or the 
right wall of the oesophagus was also removed be- 
cause of the spread of the carcinoma to the. sur- 
rounding structures. Group 3 consisted of fifteen 
cases in which the resection was only palliative as 
it was necessary to leave metastases in the liver 
behind. 

After the removal of the ichorous tumor the pa- 
tients recovered temporarily from the severe anemia 
cachexia and the prognosis of roentgen-ray treat- 
ment was improved. 

Finsterer prefers the Billroth II method of resec- 
tion with the modification of an end-to-side anas 
tomosis between the diminished gastric lumen and 
the first loop of jejunum. In his 225 resections for 
carcinoma there were no deaths from duodenal in- 
sufficiency or insufficiency of the anastomotic suture. 
In the cases of resection of the pancreas or liver, he 
establishes drainage. When this is done, the pan- 
creatic and hepatic fistula slowly close, whereas 
when drainage is not established a diffuse or an 
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encapsulated peritonitis with secondary rupture 
through the abdominal suture is the result. Since 
1912 Finsterer has also removed the great omen- 
tum, all of the regional lymph nodes, especially 
those in the duodenal angle in front of the pancreas, 
the suprapancreatic nodes up to the coeliac axis, and 
the glands with the lesser omentum. The operation 
lasts from two to three hours. 

In the cases reviewed the mortality was lowest in 
the first group, namely, 6.9 per cent. In the second 
group it was 37 per cent, and in the third, 33 per cent. 
The total mortality was 19.5 per cent. Finsterer 
believes that the low mortality in Group 1 is ex- 
plained by the use of local anesthesia as cachectic 
patients do not stand general anesthesia well. There 
were no deaths from operative shock or cardiac 
paralysis as the result of the operation. In the fu- 
ture, transfusion will further improve the prognosis. 

With the splanchnic anesthesia method of Braun 
only half the usual amount of a 0.25 per cent solu- 
tion of novocain or tutocaine is necessary in the 
cases of very cachectic patients. In go per cent of 
the cases the operation could be carried out painless- 
ly without any aid from ether. Among the 225 re- 
sections there were only six fatalities from pneu- 
monia—two in Group 1, three in Group 2, and one in 
Group 3. In three of these cases the resection was 
done without the aid of ether. 

Besides the use of local anesthesia, the after- 
treatment is of importance for the avoidance of 
pulmonary complications. Every patient over 60 
years of age is given at least 2 c. cm. of camphorated 
oil subcutaneously every two hours. The most 
painstaking asepsis during the operation and the 
most careful after-treatment are of great importance 
for the best results. HauMANN (Z). 


Melchior, E.: Gastroduodenal Atony Following the 
Billroth I Operation (Gastroduodenale Atonie 
nach Billroth I). Zentralbl. f. Chir., 1924, li, 2681. 


To explain the greater frequency of menacing 
forms of gastroduodenal atony after gastro-enteros- 
tomy as compared with resection of the stomach 
according to the Billroth II method, mechanical fac- 
tors must be considered first. Exclusion of the duo- 
denal passage may be of considerable importance, but 
certainly is not entirely responsible. Even in the 
absence of a gastro-enterostomy and after restora- 
tion of the duodenal passage—i.e., after resection by 
the Billroth I method—there may be gastroduo- 
denal atony with serious consequences. 

The author reports three cases with an unfavorable 
outcome, in both of which the operative and the 
autopsy findings indicated that the interruption of 
the passage was purely functional. The fact that the 
dilatation was not confined to the stomach and 
duodenum, but continued for some distance into the 
small intestine renders untenable the assumption of 
a purely mechanical interruption of the passage at 
the point where the mesentery crosses the duodenum. 

Kostllivy’s suggestion that the duodenal paralysis 
is to be explained by injury to the nerves from mobi- 
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lization of the duodenum from the posterior ab- 
dominal wall has much in its favor. However, ac- 
cording to the author’s observations, such an injury 
to the nerves may be caused also by hematomata. 
Extravasations of blood in the neighboring retro- 
peritoneal space are not infrequently followed by 
severe paralytic phenomena affecting the gastro- 
intestinal tract. Therefore in cases in which the 
resection has affected the pancreas sympathetically 
or difficulty has been experienced in obtaining com- 
plete hemostasis it is advisable to introduce a small 
drain for a few days. Tromp (Z). 


De Martel, T.: Remarks on the Technique of Gas- 
trectomy. Surg., Gynec. & Obst., 1925, xl, 754. 


Preparatory to gastrectomy De Martel lavages the 
stomach with iodine solution and thoroughly cleanses 
the mouth and teeth. In cases of cancer he some- 
times uses a serum made from the lavage return. 
Just before the operation he injects 20 c.cm. of 
pneumococcus serum. In cases of advanced cancer 
he injects also 10 c.cm. of bacillus cedematiens 
serum, 20 c.cm. each of bacillus perfringens and 
vibrion septique serum, and 1o c.cm. of bacillus 
histolyticus serum. 

Anesthesia is induced with ether preceded by 
morphine and scopolamine. As far as pulmonary 
complications are concerned no difference has been 
noted between ether and spinal anesthesia. 

The position in which the patient is placed is the 
same as that for operation on the bile ducts—the 
upper part of the body horizontal and the lower 
part steeply inclined. 

A median supra-umbilical incision is made and, if 
necessary, a transverse incision. Frequently, a right 
rectus incision or, if the lesion is on the cardia, a 
left rectus incision is added. 

After exploration of the anterior surface of the 
stomach, the pylorus, and the lesser curvature, the 
gastrocolic omentum is freed, beginning on the 
left side. When this is done the relation of the lesion 
to the pancreas and mesocolon is studied. The 
stomach is then raised and the large duodenopan- 
creatic, the right gastro-epiploic, and the pyloric 
arteries are ligated as close to the head of the pan- 
creas as possible by means of a suture passed be- 
tween the vascular pedicles and the duodenum, in 
contact with the head of the pancreas. The vessels 
are then drawn out and detached, together with the 
ganglia which accompany them. 

Two Kocher clamps are placed on the duodenum 
a few millimeters from one another, and the duo- 
denum is cut as close as possible to the clamp on the 
stomach side. This clamp is then covered with a 
protector. Next, two sutures are passed through the 
duodenum as close as possible to the head of the 
pancreas, the duodenum is invaginated, and the 
sutures are tied. A seroserous suture is placed over 
the first line of sutures. 

When the stomach is drawn out of the abdomen, 
the vessels of the lesser curvature are ligated where 
the stomach will be sectioned and are cut. The same 
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procedure is repeated on the greater curvature. A 
three-branched elastic clamp is then placed, the 
middle branch is removed, and the stomach is sec- 
tioned along the distal clamp. After this, the 
mucous membrane is drawn together with a fine 
continuous suture and the proximal clamp is re- 
moved. The musculoserous layer is united with the 
same suture and a continuous serous suture is in- 
serted. The operation is terminated by a marginal 
posterior gastro-enterostomy done as near as pos- 
sible to the greater curvature. 
Crayton F. AnpRews, M.D. 


Pauchet, V.: The Frequent Value of a Temporary 
Fecal Fistula in the Treatment of Intestinal 
Occlusion (De l’utilité fréquente de la fistule 
stércorale temporaire dans le traitement de |’occlu- 
sion intestinale). Paris chir., 1925, xvii, 8. 

Pauchet states that nine times out of ten intestinal 
occlusion, even when it is slight or transitory, is due 
to an organic obstacle such as a constricting band 
or temporary volvulus or a stricture or cancer to 
which momentary spasm is added. Failure to find 
the obstacle at operation is due to insufficient explor- 
ation. The author believes that even if nothing is 
discovered and the X-ray picture is negative, the 
diagnosis of “paralytic ileus” is not warranted. 

After the removal of the obstacle there is always 
the danger of recurrence because the intestine re- 
mains paralyzed by stercoremia. If an intestine 
distended by occlusion is reduced into the abdomen 
and the abdomen is closed life is endangered because 
of the local intoxication of the intestinal muscles and 
glands from the acute stercoremia. Intestinal 
drainage will favor recovery. 

Within one month Pauchet has operated upon 
four cases of acute intestinal obstruction; in all, a 
temporary fistula was formed. In one case the 
occlusion was due to a cancer of the iliac colon; in 
another, to a cancer of the iliac colon and a lesion of 
the ascending colon; and in another to volvulus of 
the cecum. In one case it followed appendicitis. 
Recovery resulted in every instance.’ Pauchet be- 
lieves that without the formation of a fistula these 
cases would have been fatal. 

When the obstruction has been present for some 
time and the intestine has become distended it is 
necessary to allow the fistula to remain open for 
some time in order to combat the stercoramia. 

W. A. BRENNAN. 


Taylor, J.: Three Cases of Acute Perforating 
**Ulcer’’ of the Small Intestine. Edinburgh M. 
J., 1925, n.s. xxxii, 255. 

In the three cases of perforating “ulcer” of the 
small intestine the lesion was associated with hernia 
and enteroptosis, the muscular development was 
poor, and the abdominal cavity was small. The site 
of the rupture varied in its relation to the mesenteric 
attachment, but was at about the middle of the 
jejunum-ileum segment. At the moment of per- 
foration, the patients were attempting movements 





which demanded contraction of the abdominal mus- 
cles. Other similar cases have been reported in the 
literature. 

Taylor always examines the patient while he is 
going under the influence of the anesthetic, before 
all reflexes have disappeared, and makes the incision 
over the area where muscular rigidity was noted 
last. The presence of fecal fluid in the abdominal 
cavity is evidence that perforation has occurred. 

In discussing the etiology of such lesions the 
author states that sharp foreign bodies sometimes 
perforate the wall of the small intestine and that 
this perforation may follow a sudden or powerful 
contraction of the abdominal muscles. Possibly the 
contracting anterior abdominal wall is brought firm- 
ly in contact with the penetrating object, thus com- 
pleting the perforation. In enteroptosis the small 
intestine is bunched in the pelvis and may be com- 
pressed between the anterior wall muscles and the 
lumbar vertebra or the sacrum. Taylor regards it 
as improbable that the uninjured or healthy gut wall 
could be burst by sudden muscle contraction alone. 

Marcus H. Hosart, M.D. 


Macdonald, J.: Chronic Occlusion of the Duo- 
denum by the Root of the Mesentery (La oclu- 
sién cr6nica del duodena por el pediculo mesentéri- 
co). Prog. de la clin., Madrid, 1925, xxix, 51. 

The author has seen eighteen cases of compression 
of the duodenum by the root of the mesentery. 
Fifteen were operated upon. Hypertrophied glands 
were frequently noted in the!mesentery and along 
the arteries. Their calcareous appearance some- 
times suggested that abdominal tuberculosis had 
been a factor in the mesenteric condition. The 
patients ranged in age from 27 to 70 years. Sixteen 
were males. 

In four of the fifteen cases which were operated 
upon a duodenojejunostomy was done. In ten, a 
duodenojejunostomy and gastro-enterostomy were 
performed, and in one, a duodenojejunostomy and 
appendectomy. There was one death. 

The author believes that in the future a certain 
number of cases diagnosed as hyperchlorhydria or 
gastric motor insufficiency will be found due to 
chronic partial occlusion of the duodenum by the 
root of the mesentery. W. A. BRENNAN. 


Eusterman, G. B.: Duodenal Ulcer Simulating 
the Gastric Crises of Tabes: Report of Five 
Cases. South. M. J., 1925, xviii, 319. 

The typical syndrome of uncomplicated ulcer as 
it obtains in an average of 70 to 80 per cent of 
patients, the clinical variations that may exist be- 
tween ulcers purely duodenal and gastric in location, 
the greater frequency of gastric ulcers as compared 
with duodenal ulcers, the percentage of concurrent 
ulcers in the stomach and duodenum, and the 
nature and average incidence of the more common 
complications are matters of common knowledge. 

Other lesions and conditions which may mimic the 
clinical picture of ulcer are as well understood, but 
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are briefly enumerated here. With the condition 
known as functional hyperacidity may be included 
hyperacid gastritis, a condition in which one of 
various causes may be operating. The same classi- 
fication includes nicotinism, especially in young 
adults, certain cases of achylia gastrica, general 
constitutional asthenia with gastroptosis, pyloro- 
spasm, alone or combined with any of the foregoing 
conditions, chronic intestinal stasis with irritable 
colon or cathartic colitis, and peritoneal tuberculosis 
of the chronic dry or hyperplastic type. 

The organic conditions which may _ provoke 
gastric disturbances that simulate the ulcer syn- 
drome may be classified into two main groups: (1) 
carcinomatous gastric ulcer, medullary and_scir- 
rhous carcinoma in the early stage, gastric syphilis, 
benign pyloric tumor and hypertrophied pylorus, 
and the various forms of splenomegaly and hepatic 
cirrhosis associated with gastro-enteric haemorrhage; 
and (2) the chronic types of appendicitis, pancrea- 
titis and cholecystitis. 

Neurosyphilis in the form of tabes dorsalis is more 
often the cause of gastric disturbances in the form 
of gastric crises than is gastric syphilis. The latter, 
an extremely rare form of visceral syphilis, gives 
rise to irregular gastric disturbances simulating 
those caused by ulcer and cancer and depending 
somewhat on the location and extent of the lesion. 
From the standpoint of gastric secretory function 
and its roentgen characteristics, gastric syphilis 
most closely resembles gastric cancer. Circum- 
scribed syphilitic lesions are rare. A chronic duode- 
nal or gastric ulcer may co-exist with tabes, with or 
without associated gastric crises. As a rule there is 
no definite proof that such ulcers are syphilitic in 
origin. Crohn has emphasized that in every case of 
gastric crises in which haemorrhage occurs the 
presence of an independent lesion, benign or malig- 
nant, should be suspected. Gross haemorrhage 
because of gastric crises per se is rare. 

Gastric crises may arise during the course of 
several diseases, but in the ordinary sense the term 
connotes locomotor ataxia, tabes dorsalis. Pro- 
tracted vomiting, with or without associated 
abdominal pain, occurs most frequently in tabetic 
gastric crises, but occasionally may be due to disease 
of the gall bladder, hysteria, abdominal migraine, or 
pyloric or high intestinal obstruction. In the 
literature, less familiar causes, exclusive of nervous 
vomiting and the periodic vomiting of Leyden, are 
reported from time to time. Recently, Labbé and 
Sebileau reported the history of a patient with 
typical gastric crises but without demonstrable 
neurosyphilis. On the basis of the clinical examina- 
tion and functional tests, they ascribed the condi- 
tion to a sympathicotonia due to irritation of 
the intrathoracic sympathetic ganglion by an ad- 
hesive pleuritis. In this instance physostygmine 
gave relief 

The author reports five cases of duodenal ulcer in 
which there was only moderate obstruction and pain 
was negligible. 
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Burk, W.: Two-Stage Resection of Duodenal Ulcer 
with End-to-Side Gastroduodenostomy (Zwei- 
zeitige Resektion des Ulcus duodeni und termino- 
laterale Gastroduodenostomie). Zentralbl. f. Chir., 
1925, lii, 244. 


Burk has operated upon twelve cases of non- 
resectable ulcer of the duodenum by the method 
described by Finsterer in 1918, viz., extensive re- 
section of the antrum followed by end-to-side anas- 
tomosis of the stomach and jejunum. Excellent 
permanent results were obtained. Removal of the 
pylorus is of course desirable, but when the pylorus 
was not removed there were no subsequent difii- 
culties; peptic ulcer of the jejunum did not develop 
in any case. The author is therefore unable to agree 
with Haberer that after this operation the danger of 
peptic ulcer of the jejunum is just as great as that 
following the unilateral exclusion operation of von 
Eiselsberg. 

However, the line of resection must be placed as 
near as possible to the pyloric ring in order that after 
the invagination of the stump not more than a 
fingers’ breadth of the antrum will remain. 

Apparently Finsterer now agrees with Haberer as 
he recently recommended resection of the excluded 
pylorus by a second operation after the ulcer has 
healed. The two cases operated upon by Finsterer, 
however, could not have been the basis for the change 
in his opinion since one of the patients remained en- 
tirely well and the subsequent difficulty experienced 
by the other was due, not to the unremoved portion 
of pylorus, but to severe chronic appendicitis. 

Tromp (Z). 


Haden, R. L., and Orr, T. G.: Experimental Ob- 
struction of the Jejunum: The Effect of Sodium 
Chloride Introduced Directly into the Lumen 
of the Intestine Below the Point of Obstruc- 
tion. J. Exper. Med., 1925, xli, 707. 

In animals with obstruction of the jejunum 
chemical changes occur in the blood. Following high 
intestinal obstruction, a fall in the chlorides is 
noted in every case and an increased carbon dioxide 
combining power of the blood plasma in many cases. 
As a rule there is a rise in the urea nitrogen and non- 
protein nitrogen. The change in the chlorides, 
however, is the one constant finding. 

In the authors’ experiments distilled water or 
sodium chloride solutions were introduced directly 
into the lumen of the intestine below the point of 
obstruction. Distilled water given daily from the 
beginning of the obstruction had no influence on the 
development or course of the toxemia. In uncom- 
plicated cases, 1 and 2 per cent salt solutions pre- 
vented the development of a toxemia. One animal 
so treated lived thirty days. Distilled water given 
after the onset of toxemia did not alter its progress 
or outcome. A 10 per cent sodium-chloride solution 
administered after the onset of toxamia controlled 
it in most cases for a long period. Hydrochloric acid 
had no effect on the course of the toxemia. 

Morris H. Kaun, M.D. 
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Fig. 1 (at left). The small intestine placed against the lateral surface of the colon. 
The colic orifice has been cut perpendicularly to the axis of the large intestine. Two 
traction sutures have been placed at the ends of the intestinal sections. The complete 
suture has been begun (first step of the operation). 


Fig. 2. The complete suture finished. 


The seroserous suture has been begun. 


(Michon: The Technique of End-to-Side Ileocolic Anastomosis.) 


Michon, L.: The Technique of End-to-Side Ileo- 
colic Anastomosis (Technique d’anastomose iléo- 
colique termino-latérale). J. de chir., 1925, xxv, 27. 

Michon’s technique of end-to-side ileocecal 
anastomosis is a combination of the methods em- 
ployed by Toupet and Cunéo. In Toupet’s method 
the suture and peritonization are performed in two 
steps. In Cunéo’s method the colic orifice, instead 
of being placed parallel with the axis of the large 
intestine, is placed perpendicular to this axis. 

In Michon’s procedure the small intestine is 
divided with an écraseur. The loops to be united are 
placed in the double-barreled gun position, the 
mesentery being approximated to the mesocolon. 
The divided ileum and the lateral wall of the colon 
are fixed with a few traction sutures and the poste- 
rior layer of seroserous sutures is inserted. The 
colon is then opened and complete suture of the 
orifices is carried out. Lastly the anterior layer of 
seroserous sutures is put in place. 

The two intestines are kept in the gun-barrel 
position by suturing the free edges for about 10 cm. 
from the anastomosis. 

In both experimental work on dogs and clinical 
cases Michon has found that after this operation 
function is excellent, especially in cases of ileotrans- 
versostomy and ileosigmoidostomy. Technically 
the procedure is easier than an end-to-end anas- 
tomosis between two unequal segments of intestine. 

W. A. BRENNAN, 


Lambret: A Valvular Method of Ileocolic Anas- 
tomosis (Procédé valvulaire pour les anastomoses 
iléocoliques). Paris chir., 1925, xvii, 1. 

Lambret begins his article with the statement 
that the end-results of end-to-end anastomosis of 


the ileum and colon are not always satisfactory as 
in some cases the operation is followed by painful 
crises due to the reflux of gas from the large to the 
small intestine due to the destruction of the ileo- 
cecal valve. He believes that in the functional 
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Fig. 1. The seroserous suture burying the anterior part 
of the anastomosis and being continued on the small in- 
testine. 


equilibrium of the large intestine the elastic caecum 
permits of distention when there is a sudden large 
accumulation of gas and that in thus acting as a 
reservoir for the gas until it is naturally evacuated 
it decreases the pressure upon the ileocecal valve. 

To prevent the reflux of gas into the small intes- 
tine it is necessary to preserve a short segment of 
large intestine which will permit distention, and to 
reconstruct a valve. : 

The first of these desiderata is attained by having 
recourse to end-to-side anastomosis and leaving a 
portion of the large intestine about 15 cm. long to 
the left of the anastomotic opening. 

For reconstruction of the valve, Lambret has 
devised a method of anastomosis with a spur to act 










































Fig. 2. Left, longitudinal section of the spur. Right, 
transverse section. 


as a valve. This is an end-to-side anastomosis, the 
colic mouth of which is perpendicular to the direc- 
tion of the large intestine. The procedure is some- 
what analogous to Cunéo’s method, but in the latter 
no provision is made to prevent the reflux of gas. 

The seroserous sutures are begun about ro cm. 
from the orifice of the small intestine and continued 
along the mesenteric border as near the mesentery 
as possible. On reaching the end of the small bowel 
this suture is parallel with the future orifice, of which 
it forms the posterior seroserous suture. A circular 
mucomucous suture is then introduced to assure 
closure of the orifice. Finally, a seroserous suture is 
placed to bury the anterior part of the anastomosis 
and, being continued on the small intestine, to 
attach the latter to the colon by its free edge. 

The anastomosis resulting is a simple lateral 
fissure which allows the contents of the small 
intestine to pass but prevents reflux. The spur 
resulting from the approximation of the walls of 
the two intestines is sufficiently mobile to yield to 
positive pressure produced in the large intestine 
and thus to shut off the opening into the small 
intestine. 

In cases operated upon by this method there has 
never been any reflux of gas. The X-ray shows the 
spur formation to be as gas-tight as the normal 
ileocecal valve. W. A. BRENNAN. 
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Einhorn: The Treatment of Chronic Ulcerative 

Colitis by Irrigation of the Colon without Pre- 

. liminary Operation by Means of an Intestinal 

Tube Introduced by the Mouth (Traitement de 

la colite ulcéreuse chronique par des irrigations du 

colon sans opération préalable a l’aide du tube intes- 

tinal introduit par la bouche). Presse Méd., Par., 
1925, XXxxiii, 4. 


Chronic ulcerative colitis is frequently benefited 
by strictly medical treatment. Only the more severe 
cases are resistant. In the treatment of the latter a 
distinct advance was made in the introduction of 
appendicostomy, cacostomy, or colostomy by 
which the colon can be directly irrigated. Colostomy 
also places the colon at rest. 

By means of the intestinal tube described by the 
author in 191g it is possible to irrigate the colon 
from above without surgical intervention. Since 
1919 a number of reports of cases treated by this 
method have been published. In this article an 
illustrative case history and the technique are given. 

The first section of the tube is introduced on an 
empty stomach in the same manner as a duodenal 
tube. The 7o-cm. mark should not be passed unless 
it is certain that the tube has entered the duodenum 
(aspiration). During meals the tube is anchored to 
prevent its coiling in the stomach. 

When the first section seems to have entered the 
intestine the patient is X-rayed lying on his abdo- 
men to determine the exact position of the tube and 
to be certain it has not become coiled in the stomach. 
Additional sections are then added, the position of 
the tube being checked with the X-ray each time. 

When the tube enters the cecum it is anchored to 
prevent its entering further into the mouth. 

Instillations are begun as soon as the second sec- 
tion of the tube has been attached. A 0.5 per cent 
solution of calcium carbonate is introduced by the 
drop method twice a day. When the tube reaches 
the cecum the quantity of calcium carbonate solu- 
tion is increased and once a day from 60 to 100 ¢.cm. 
of 0.5 per cent mercurochrome are injected. 

The patient is maintained on an ordinary anti- 
diarrhoea diet. The tube is left in situ throughout 
the treatment, usually for three weeks. 

The tube may be cut and ligated and allowed to 
pass spontaneously, or it may be slowly and gently 
withdrawn from the mouth, preferably in two ses- 
sions on successive days. 

Few patients fail to be benefited by this treat- 
ment, and the results are comparable to those ob- 
tained by operation. Atpert F. De Groat, M.D. 


Hugier, A., and Lanos, J.: Two Cases of Peritonitis 
with Acute Obstruction Following Appendec- 
tomy Performed in the Interval Between 
Attacks of Appendicitis (Deux cas de peritonite 
avec occlusion aigué aprés appendicectomie 4a 
froid). Paris chir., 1925, xvii, 44. 

Intestinal obstruction due to peritonitic paralysis 
may occur within forty-eight hours or between 
the ninth and fifteenth days after appendectomy 
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In the authors’ first case there had been a serious 
crisis of appendicitis two months before the oper- 
ation. This attack had lasted three weeks and was 
associated with the symptoms of a peritoneal 
reaction. The appendix was found in the pelvis. 
Its extremity was bathed in pus. Appendectomy 
was done without burial of the stump but with the 
establishment of drainage. ‘The symptoms of in- 
testinal occlusion appeared twelve days after the 
operation. Up to that time the postoperative 
course had been normal. The patient recovered 
after an enterostomy and subsequent operations to 
close the fistula which had enlarged spontaneously 
to the size of a large cecal anus. 

The second case reported was a case of chronic 
appendicitis with appendicular colic. The McBurney 
point symptom was particularly distinct. In this 
case also appendectomy was done without burial 
of the stump. The symptoms of occlusion appeared 
on the ninth day of a previously normal convalescent 
period. 

Many surgeons have abandoned burial of the 
appendix in the McBurney operation, but the au- 
thors believe that in the cases here reported its 
omission may have had some relation to the infec- 
tion to which the intestinal obstruction was due. 

W. A. BRENNAN. 


Lambret, O.: A Tube- or Spout-Shaped Artificial 
Anus (Anus iliaque en trompe ou en gargouille). 
Presse méd., Par., 1925, Xxxiii, 183. 

As it is impossible to render an artificial anus 
physiologically continent, the inconveniences have 
been met by the use of bags of various sorts and 
operative procedures. The latter aim at the produc- 
tion of kinking or torsion of the bowel or constriction 
by a narrow muscular or cutaneous outlet. More 
recently, by the use of skin or segments of the 
saphenous vein, attempts have been made to form 
an intraparietal tunnel on each side of the orifice to 
accommodate a clamping device. All of these 
methods leave much to be desired. 

In a new procedure described by the author an 
oblong cutaneous flap is made in the lower left 
quadrant or the abdomen with its lower border close 
to and parallel with Poupart’s ligament. Because of 
the abundant blood supply of the skin of this region, 
it makes little difference where the pedicle is placed, 
but it is usually placed just below and to the left of 
the umbilicus. The flap is then about 6 in. long and 
6 in. broad. 

The sigmoid is reached through a muscle-splitting 
incision immediately above the inguinal canal. It is 
liberated, if necessary, by stripping the mesocolon 
from the abdominal wall, advantage being taken of 
the natural plane of cleavage found at this point. 

The bowel is divided in the usual manner suffi- 
ciently far down to leave at least 19 cm. of the proxi- 
mal portion of the loop. The ends are closed by 
pursestring sutures. 

Section of the mesocolon between the two ends 
of the bowel requires no special precautions except 
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avoidance of the large vessels at the base. It is 
carried only far enough to allow the proximal end to 
be drawn from the wound without tension. 

A second incision just large enough to accommo- 
date the bowel is then made in the abdominal wall 
adjacent to the pedicle of the skin flap. The bowel 
is drawn through the opening and the iliac wound 
closed. 

The cutaneous flap is then sutured about the intes- 
tine to form a sheath, 1 or 2 cm. being allowed to 
project. The base of the sheath must fit snugly to 
the bowel, but great care must be taken or there 
will be sloughing at this point. 

Closure of the defect left by the flap completes 
the operation. This is seldom difficult and can usu- 
ally be effected by immediate suture with, if neces- 
sary, the use of one of the ordinary autoplastic 
methods. 

After from twenty-four to thirty-six hours the tip 
of the intestine is removed by cutting it slightly 
shorter than the sheath. The patient is kept con- 
stipated as long as possible. 

There are several methods of caring for the arti- 
ficial anus. Most important is the regulation of the 
bowels. If they can be made to move once daily and 
the patient has little gas, the intestinal orifice can 
be closed by adhesive tape or the tube can be folded 
against the abdomen and maintained by a band 
about the waist. A gauze compress held over the 
orifice by adhesive tape will allow gas to escape and 
prevent soiling. In event of an attack of diarrhoea 
a rubber bag must be worn. This type of artificial 
anus adapts itself to an apparatus better than any 
other. 

The operation is suited to patients requiring 
colostomy who have the prospect of a considerable 
period of life before them. Therefore it is applicable 
even to cases of inoperable cancer in which the 
tumor is growing slowly and the patient is in good 
condition. 

The contra-indications to the operation are acute 
obstruction, chronic obstruction with toxemia, 
general debility, and obesity. An excessive amount 
of fat in the skin of the abdominal wall often makes 
the formation of a viable flap impossible. 

The steps in the technique of the operation are 
shown in illustrations. 

Abert F. De Groat, M.D. 


Edwards, S., Gordon-Watson, Sir C., Miles, W. E., 
and Others: Discussion on Fistula. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Surg., Sub-Sect. 
Proctol., 47. 

EpWARDs: More mistakes are made by the surgeon 
in operating for fistula than in the treatment of any 
other rectal lesion. Horseshoe fistula is more 
common than is generally supposed. The usual site 
of the internal opening is in the midline low down 
between the two sphincters. When this tract is laid 
open the external sphincter should be divided in the 
midline dorsally to favor healing without loss of 
power. 
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Reasons for failure in the operation are: (1) 
lack of topographical knowledge and failure to lay 
open all tracts; (2) non-recognition of fistula due to 
caries of the coccyx or ischii, or to foreign body; 
(3) tubercle (operation is often successful in such 
cases); (4) failure to remove overhanging margins 
of skin, or failure to employ Salmon’s “back cut,” 
which renders the wound more superficial, broader, 
and less deep; (5) injudicious after-treatment such 
as too-frequent dressings and over-long confinement 
to bed. 

A two-stage operation is recommended for exten- 
sive horseshoe fistula. All lateral tracts should be 
laid open first and the main tract later. 

Primary suture after excision is not to be recom- 
mended. 

Str C. Gorpon-Watson: Horseshoe fistule are 
not hopeless. Tuberculous fistule can be cured 
readily if the patient is not tuberculous. In some 
cases the high second opening has been divided ad- 
visedly. Incontinence resulted but did not last long. 

Primary suture is to be recommended in selected 
cases. Finsen light stimulates sluggish lesions. 

Mites: Failure is often due to failure to recog- 
nize the different types of fistula. There are four 
types of fistula, the subcutaneous, the submucous, 
the ischiorectal, and the pelvirectal. Of each of 
these there are internal, blind external, complete, 
and bilateral varieties. The most serious result of 
fistula operations is loss of sphincter control. Com- 
plete laying open of the tract will result in incon- 
tinence in cases of pelvirectal fistula, but not in 
the others. Pelvirectal fistula should be opened by 
a pyramidal tract with a base at the skin of sufficient 
extent; they should not be laid open into the rectum. 
They should be made to heal from within outward. 

BaLpwin: A number of deep sinuses outside the 
rectum have been cured by ionization. 

Back: In fistula with a high opening, the usual 
low opening is always present. In primary suture 
after excision the stitches should include the base of 
the cut area to avoid a vacuum. Heliotherapy, 
especially natural sunlight, stimulates the healing 
of sluggish fistulz. 

Norsury: In direct fistula, the tract usually 
passes below the level of the external sphincter. 
Even tuberculous fistula will heal after radical 
operation. Spinal anesthesia should be used and 
sanatorium treatment should be continued through- 
out the process of healing. 

Marcus H. Hosart, M.D. 


Villemin, F., Huard, P., and Montagné, M.: 
Anatomical Research on the Lymphatics of 
the Rectum and Anus and Its Application in 
the Surgical Treatment of Cancer (Recherches 
anatomiques sur les lymphatiques du rectum et de 
l’anus; leurs applications dans le traitement chi- 
rurgical du cancer). Rev. de chir., Par., 1925, xliv, 39. 


The authors’ findings are summarized as follows: 
1. The upper limit of the rectum is marked 
exteriorly by the rectosigmoidal narrowing sur- 
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rounded by its two arteries and interiorly by the 
rectosigmoidal valve, the first valve of Houston. 

2. The anorectal segment is divided by Houston’s 
third valve into two parts, the lower rectum and 
the upper rectum. The lower, non-peritonized 
rectum is a perineopelvic viscus, while the upper, 
peritonized rectum is an intestinal segment forming 
the terminal part of the colon. 

3. Although the upper rectum and the colon differ 
in their morphological characteristics, there are no 
divisions between the lymphatic networks of the 
mucosa. Between the two parts of the rectum, 
however, there is a distinct division which corre- 
sponds to the third valve of Houston. 

4. Thelymphatics of the lower rectum are perineo- 
pelvio-abdominal and are drained by: (a) the pel- 
vio-perineo-parietal tributaries of the extrapelvic 
(inguinal) and intrapelvic (iliac and sacral) glands; 
(b) the tributaries of the abdominal glands which 
accompany the superior hemorrhoidal artery (rec- 
tal, recto-sigmoidal, and recto-sigmoido-colic). They 
anastomose with the lymphatic network of the pos- 
terior part of the vagina and that of the levator ani. 

5. The lymphatics of the upper rectum are en- 
tirely abdominal and do not anastomose with those 
of the pelvic viscera. 

6. The abdominal lymphatics terminate in the 
recto-sigmoido-colic glands, the efferent branches of 
which follow the inferior mesenteric artery and 
enter the aorta-cava glands. 

7. There is an accessory route which leads to the 
right pre-cava glands without following the supe- 
rior hemorrhoidal and inferior mesenteric arteries. 

8. There are no tributaries to the portal glands 
from the left colon. 

9. Cancers of the anorectal segment may be 


lower rectum, which are true anorectal cancers, and 
those of the upper rectum, which are rectosigmoidal 
cancers. 

1o. Cancer of the upper rectum should be re- 
moved by an operation which is exclusively abdom- 
inal. 

11. Cancer of the lower rectum should be re- 
moved by an abdominoperineal operation. 

12. In the abdominal stage of the operation the 
inferior mesenteric artery should be ligated above 
the origin of the left superior colic artery. 

W. A. BRENNAN. 


Bowing, H. H.: Significant Cellular Changes Ob- 
served in Irradiated Tissue, Especially of 
Cancer of the Rectum. Radiology, 1925, iv, 378. 


The author reviews a series of cases of cancer of 
the rectum in which resection followed pre-operative 
irradiation with radium alone or in combination with 
the roentgen ray. 

A comparison is made of a series of cases of cancer 
of the rectum in which pre-operative irradiation was 
used and a series of cases of cancer elsewhere in the 
body in which there was no pre-operative irradiation. 
Emphasis is placed on the importance of a knowledge 
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In the authors’ first case there had been a serious 
crisis of appendicitis two months before the oper- 
ation. This attack had lasted three weeks and was 
associated with the symptoms of a peritoneal 
reaction. The appendix was found in the pelvis. 
Its extremity was bathed in pus. Appendectomy 
was done without burial of the stump but with the 
establishment of drainage. ‘The symptoms of in- 
testinal occlusion appeared twelve days after the 
operation. Up to that time the postoperative 
course had been normal. The patient recovered 
after an enterostomy and subsequent operations to 
close the fistula which had enlarged spontaneously 
to the size of a large cecal anus. 

The second case reported was a case of chronic 
appendicitis with appendicular colic. The McBurney 
point symptom was particularly distinct. In this 
case also appendectomy was done without burial 
of the stump. The symptoms of occlusion appeared 
on the ninth day of a previously normal convalescent 
period. 

Many surgeons have abandoned burial of the 
appendix in the McBurney operation, but the au- 
thors believe that in the cases here reported its 
omission may have had some relation to the infec- 
tion to which the intestinal obstruction was due. 

W. A. BRENNAN. 


Lambret, O.: A Tube- or Spout-Shaped Artificial 
Anus (Anus iliaque en trompe ou en gargouille). 
Presse méd., Par., 1925, Xxxiii, 183. 

As it is impossible to render an artificial anus 
physiologically continent, the inconveniences have 
been met by the use of bags of various sorts and 
operative procedures. The latter aim at the produc- 
tion of kinking or torsion of the bowel or constriction 
by a narrow muscular or cutaneous outlet. More 
recently, by the use of skin or segments of the 
saphenous vein, attempts have been made to form 
an intraparietal tunnel on each side of the orifice to 
accommodate a clamping device. All of these 
methods leave much to be desired. 

In a new procedure described by the author an 
oblong cutaneous flap is made in the lower left 
quadrant or the abdomen with its lower border close 
to and parallel with Poupart’s ligament. Because of 
the abundant blood supply of the skin of this region, 
it makes little difference where the pedicle is placed, 
but it is usually placed just below and to the left of 
the umbilicus. The flap is then about 6 in. long and 
6 in. broad. 

The sigmoid is reached through a muscle-splitting 
incision immediately above the inguinal canal. It is 
liberated, if necessary, by stripping the mesocolon 
from the abdominal wall, advantage being taken of 
the natural plane of cleavage found at this point. 

The bowel is divided in the usual manner suffi- 
ciently far down to leave at least 19 cm. of the proxi- 
mal portion of the loop. The ends are closed by 
pursestring sutures. 

Section of the mesocolon between the two ends 
of the bowel requires no special precautions except 


INTERNATIONAL ABSTRACT OF SURGERY 








avoidance of the large vessels at the base. It is 
carried only far enough to allow the proximal end to 
be drawn from the wound without tension. 

A second incision just large enough to accommo- 
date the bowel is then made in the abdominal wall 
adjacent to the pedicle of the skin flap. The bowel 
is drawn through the opening and the iliac wound 
closed. 

The cutaneous flap is then sutured about the intes- 
tine to form a sheath, 1 or 2 cm. being allowed to 
project. The base of the sheath must fit snugly to 
the bowel, but great care must be taken or there 
will be sloughing at this point. 

Closure of the defect left by the flap completes 
the operation. This is seldom difficult and can usu- 
ally be effected by immediate suture with, if neces- 
sary, the use of one of the ordinary autoplastic 
methods. 

After from twenty-four to thirty-six hours the tip 
of the intestine is removed by cutting it slightly 
shorter than the sheath. The patient is kept con- 
stipated as long as possible. 

There are several methods of caring for the arti- 
ficial anus. Most important is the regulation of the 
bowels. If they can be made to move once daily and 
the patient has little gas, the intestinal orifice can 
be closed by adhesive tape or the tube can be folded 
against the abdomen and maintained by a band 
about the waist. A gauze compress held over the 
orifice by adhesive tape will allow gas to escape and 
prevent soiling. In event of an attack of diarrhoea 
a rubber bag must be worn. This type of artificial 
anus adapts itself to an apparatus better than any 
other. 

The operation is suited to patients requiring 
colostomy who have the prospect of a considerable 
period of life before them. Therefore it is applicable 
even to cases of inoperable cancer in which the 
tumor is growing slowly and the patient is in good 
condition. 

The contra-indications to the operation are acute 
obstruction, chronic obstruction with toxemia, 
general debility, and obesity. An excessive amount 
of fat in the skin of the abdominal wall often makes 
the formation of a viable flap impossible. 

The steps in the technique of the operation are 
shown in illustrations. 

ALBERT F.. De Groat, M.D. 


Edwards, S., Gordon-Watson, Sir C., Miles, W. E., 
and Others: Discussion on Fistula. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Surg., Sub-Sect. 
Proctol., 47. 

Epwarps: More mistakes are made by the surgeon 
in operating for fistula than in the treatment of any 
other rectal lesion. Horseshoe fistula is more 
common than is generally supposed. The usual site 
of the internal opening is in the midline low down 
between the two sphincters. When this tract is laid 
open the external sphincter should be divided in the 
midline dorsally to favor healing without loss of 
power. 
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Reasons for failure in the operation are: (1) 
lack of topographical knowledge and failure to lay 
open all tracts; (2) non-recognition of fistulae due to 
caries of the coccyx or ischii, or to foreign body; 
(3) tubercle (operation is often successful in such 
cases); (4) failure to remove overhanging margins 
of skin, or failure to employ Salmon’s “‘back cut,” 
which renders the wound more superficial, broader, 
and less deep; (5) injudicious after-treatment such 
as too-frequent dressings and over-long confinement 
to bed. 

A two-stage operation is recommended for exten- 
sive horseshoe fistulz. All lateral tracts should be 
laid open first and the main tract later. 

Primary suture after excision is not to be recom- 
mended. 

Str C. Gorpon-Watson: Horseshoe fistula are 
not hopeless. Tuberculous fistule can be cured 
readily if the patient is not tuberculous. In some 
cases the high second opening has been divided ad- 
visedly. Incontinence resulted but did not last long. 

Primary suture is to be recommended in selected 
cases. Finsen light stimulates sluggish lesions. 

Mites: Failure is often due to failure to recog- 
nize the different types of fistula. There are four 
types of fistula, the subcutaneous, the submucous, 
the ischiorectal, and the pelvirectal. Of each of 
these there are internal, blind external, complete, 
and bilateral varieties. The most serious result of 
fistula operations is loss of sphincter control. Com- 
plete laying open of the tract will result in incon- 
tinence in cases of pelvirectal fistula, but not in 
the others. Pelvirectal fistula should be opened by 
a pyramidal tract with a base at the skin of sufficient 
extent; they should not be laid open into the rectum. 
They should be made to heal from within outward. 

BALDWIN: A number of deep sinuses outside the 
rectum have been cured by ionization. 

Back: In fistula with a high opening, the usual 
low opening is always present. In primary suture 
after excision the stitches should include the base of 
the cut area to avoid a vacuum. Heliotherapy, 
especially natural sunlight, stimulates the healing 
of sluggish fistulz. 

Norsury: In direct fistula, the tract usually 
passes below the level of the external sphincter. 
Even tuberculous fistule will heal after radical 
operation. Spinal anesthesia should be used and 
sanatorium treatment should be continued through- 
out the process of healing. 

Marcus H. Hosart, M.D. 


Villemin, F., Huard, P., and Montagné, M.: 
Anatomical Research on the Lymphatics of 
the Rectum and Anus and Its Application in 
the Surgical Treatment of Cancer (Recherches 
anatomiques sur les lymphatiques du rectum et de 
l’anus; leurs applications dans le traitement chi- 
rurgical du cancer). Rev. de chir., Par., 1925, xliv, 39. 


The authors’ findings are summarized as follows: 
1. The upper limit of the rectum is marked 
exteriorly by the rectosigmoidal narrowing sur- 


rounded by its two arteries and interiorly by the 
rectosigmoidal valve, the first valve of Houston. 

2. The anorectal segment is divided by Houston’s 
third valve into two parts, the lower rectum and 
the upper rectum. The lower, non-peritonized 
rectum is a perineopelvic viscus, while the upper, 
peritonized rectum is an intestinal segment forming 
the terminal part of the colon. 

3. Although the upper rectum and the colon differ 
in their morphological characteristics, there are no 
divisions between the lymphatic networks of the 
mucosa. Between the two parts of the rectum, 
however, there is a distinct division which corre- 
sponds to the third valve of Houston. 

4. The lymphatics of the lower rectum are perineo- 
pelvio-abdominal and are drained by: (a) the pel- 
vio-perineo-parietal tributaries of the extrapelvic 
(inguinal) and intrapelvic (iliac and sacral) glands; 
(b) the tributaries of the abdominal glands which 
accompany the superior hemorrhoidal artery (rec- 
tal, recto-sigmoidal, and recto-sigmoido-colic). They 
anastomose with the lymphatic network of the pos- 
terior part of the vagina and that of the levator ani. 

5. The lymphatics of the upper rectum are en- 
tirely abdominal and do not anastomose with those 
of the pelvic viscera. 

6. The abdominal lymphatics terminate in the 
recto-sigmoido-colic glands, the efferent branches of 
which follow the inferior mesenteric artery and 
enter the aorta-cava glands. 

7. There is an accessory route which leads to the 
right pre-cava glands without following the supe- 
rior hemorrhoidal and inferior mesenteric arteries. 

8. There are no tributaries to the portal glands 
from the left colon. 

g. Cancers of the anorectal segment may be 
divided anatomically into two classes: those of the 
lower rectum, which are true anorectal cancers, and 
those of the upper rectum, which are rectosigmoidal 
cancers. 

1o. Cancer of the upper rectum should be re- 
moved by an operation which is exclusively abdom- 
inal. 

11. Cancer of the lower rectum should be re- 
moved by an abdominoperineal operation. 

12. In the abdominal stage of the operation the 
inferior mesenteric artery should be ligated above 
the origin of the left superior colic artery. 

W. A. BRENNAN. 


Bowing, H. H.: Significant Cellular Changes Ob- 
served in Irradiated Tissue, Especially of 
Cancer of the Rectum. Radiology, 1925, iv, 378. 


The author reviews a series of cases of cancer of 
the rectum in which resection followed pre-operative 
irradiation with radium alone or in combination with 
the roentgen ray. 

A comparison is made of a series of cases of cancer 
of the rectum in which pre-operative irradiation was 
used and a series of cases of cancer elsewhere in the 
body in which there was no pre-operative irradiation. 
Emphasis is placed on the importance of a knowledge 
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of the degree of the malignancy because of its direct 
bearing on the results, regardless of the location of 
the cancer. It was found that in cases of umors 
graded 3 and 4 pre-operative irradiation was de- 
cidedly beneficial, whereas tumors graded 1 and 2 
were better left untreated. Of the rectal cancers, 
86.04 per cent were of the adenocarcinomatous type. 

The longevity factors noted by MacCarty in un- 
treated cases of cancer have been found by the au- 
thor to be present to a greater degree in treated cases 
than in untreated cases. The average postoperative 
life in MacCarty’s series was 1.47 years whereas in 
Bowing’s series it was 1.76 years. 

Cancer of the rectum has been modified by radio- 
therapy and made to disappear entirely macroscopi- 
cally and even microscopically. The author discusses 
the probable mechanism that brings about such a re- 
duction in malignant tissue. The chief observation 
was that, in malignant tissue, cellular changes can be 
produced which are identical with the changes that 
the body naturally produces in its defense against 
malignant disease. This change results in a reduc- 
tion or inhibition of the malignant process and an 
increase in postoperative life. Radiotherapy will be 
greatly advanced by the discovery of a means of de- 
termining the quantity and quality of rays required 
in each case to check neoplastic disease by cell dif- 
ferentiation rather than cell destruction. 

Small quantities of radium—so or 100 mgm. of 
radium element (sulphate)—should be applied two 
or three times for from twelve to fourteen hours, 
this treatment being repeated after two or three 
days. Operation, when advisable, should be per- 
formed after ma imum tissue repair has taken place, 
which usually requires weeks rather than days. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Shaw, A. F. B.: A Study of the Hemoclastic Crisis 
Test for Liver Function: With Special Refer- 
ence to the Leucocytic Changes. Brit. M. J., 
1925, i, 914. 


In 1920 Widal described a new test for liver func- 
tion which he called ‘digestive hamoclasis,” on the 
theory that in liver disease the proteopexic function 
is impaired or destroyed and a hemoclastic crisis 
develops after a protein meal. The test is extremely 
simple. Serial leucocytic counts are made every 
twenty minutes for one hour after a protein meal. 
In liver disease a leucopenia of from 40 to 70 per 
cent develops and reaches its maximum in from 
twenty to forty minutes after the test meal. Widal 
stated that the test would reveal even latent 
hepatism. 

From experimental work with this test Shaw has 
reached the following conclusions: 

1. The hemoclastic test of liver function lacks a 
theoretical basis, and in practice is of no value in the 
diagnosis of hepatic insufficiency. 

2. During physiological rest the number of leuco- 
cytes in the peripheral blood is subject to consider- 


able and rapid fluctuation, though there are phases 
with a state of equilibrium. 

3. There is no evidence that the ingestion of milk, 
casein, butter-fat, and distilled water in certain 
quantities or the local application of cold influences 
the leucocytic content of the peripheral capillary 
blood, the oscillations following these stimulations 
being the same as the physiological variations 
during rest. 

4. The phenomena of digestion leucocytosis and 
digestion leucopenia described in connection with 
the hemoclastic test are simply physiological vari- 
ations and not a response to the ingestion of food 
stuffs. 

5. The conflicting conclusions as to the value of 
the hamoclastic test arise from failure to recognize 
the fact that as normally the leucocytic content isina 
state of flux, a single count made before the test does 
not represent a state of equilibrium. 

Cyrit J. GLAsPEt, M.D. 


Winkelstein, A., and Aschner, P. W.: Experimental 
Studies on the Entrance of Bile into the Du- 
odenum. Am. J. M. Sc., 1925, clxix, 679. 


In a series of experiments on thirteen dogs the 
authors determined that variation in the tonus of 
the sphincter of Oddi and changes in the intra- 
abdominal pressure are factors of great importance 
controlling the entrance of bile from the gall blad- 
der and liver into the duodenum. The contractile 
power of the gall-bladder wall is not important in 
the emptying of the viscus. 

There was no experimental evidence of spontane- 
ous contraction of the gall bladder in the dog, either 
under ether anesthesia or after full recovery from 
anesthesia. The increase in the intra-abdominal 
pressure at the end of inspiration affects the expul- 
sion of bile into the duodenum from the gall bladder 
only when the sphincter of Oddi is relaxed. In nor- 
mal dogs, following the instillation of 25 per cent 
magnesium sulphate or the passage of gastric chyme 
into the duodenum, bile flows from the gall bladder 
into the duodenum. It appears probable that cer- 
tain agents first relax the sphincter of Oddi and 
that then the intra-abdominal pressure at the end 
of each inspiration expels bile from the gall sac into 
the duodenum. Joun W. Nuzum, M.D. 


Copher, G. H.: Cholecystography: Appearance and 
Disappearance of the Shadow. J. Am. M. Ass., 
1925, Ixxxiv, 1563. 

After the intravenous injection of sodium tetra- 
bromphenolphthalein or tetra-iodophenolphthalein, 
bromine and iodine are excreted in the bile. From 
three to four hours after the injection the roent- 
genogram shows a faint gall-bladder shadow. This 
shadow is increased in size and density after eight 
hours, is denser and smaller after twenty-four 
hours, less dense after thirty-two hours, and usually 
absent after thirty-six hours. Its outlines are regular. 

As the gall bladder has a concentrating activity, 
the bile it contains is thicker than that in the hepatic 
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duct. During fasting, the bile continuously ex- 
creted by the liver accumulates in the gall bladder 
except for an occasional small discharge into the 
duodenum, while during digestion, a continuously 
intermittent flow into the duodenum occurs. Hence 
X-ray studies of the gall bladder are best made when 
the subject is fasting. The bromine then enters the 
gall bladder with the bile through the cystic duct 
and is concentrated sufficiently to make the gall 
bladder opaque to the X-ray for a period of from 
thirty to thirty-five hours. 

The concentration of the bromine and iodine is 
dependent upon the retention of the bile in the gall 
bladder by the sphincter of the common duct. 
Their maximum concentration is reached in from 
sixteen to twenty-four hours after their injection. 
The average concentration of bromine in the gall 
bladder at the time of the maximum shadow 
density is 0.6 per cent. The average quantity of 
bromine in bile that has not entered the gall bladder 
is 0.2 per cent. Most of the bromine which enters 
the gall bladder through the cystic duct passes out by 
way of the cystic duct, but a small amount may pass 
through the gall bladder wall into the lymphatics. 

The gall bladder becomes filled with bromine and 
emptied in a period ranging from thirty to forty 
hours after the intravenous injection of sodium 
tetrabromphenolphthalein. Sodium  tetrabrom- 
phenolphthalein may be used in smaller doses than 
sodium tetra-iodophenolphthalein. 

Wacter C. Burket, M.D. 


Milliken, G., and Whitaker, L. R.: The Clinical 
Use of Sodium Tetra-Iodophenolphthalein in 
Cholecystography. Surg., Gynec. & Obst., 1925, xl, 
646. 


The authors have used sodium tetra-iodophenol- 
phthalein intravenously for cholecystography in 
forty cases, giving 0.045 gm. per kilogram of body 
weight by the gravity method under low pressure 
at one sitting in the morning. During the first nine 
hours no food was allowed but water was given ad 
libitum. Roentgenograms were made after intervals 
of six, nine, twelve, twenty-four, and _ thirty-six 
hours. After the nine-hour film, cocoa and toast 
were given to see if food would cause a shrinkage of 
the biliary shadow. 

None of the patients had any serious reaction. 
Three complained of headache, and one of these had 
pain in the back. Two vomited once and one had a 
drop in the blood pressure and a mild cyanosis; 
these conditions were relieved at once by the intra- 
muscular injection of 1 c.cm. of 1:1,000 adrenalin. 
No absolute contra-indication to the method is 
evident; it may be used without risk in the case of 
any patient whose general condition will permit 
operative intervention. The author describes the 
toentgenographic technique briefly and mentions 
the advantages of fluoroscopic examination at the 
time of the nine-hour film in the determination of 
mobility and tenderness by palpation. The giving 
of an opaque meal at this time is also considered, 


but the likelihood that the barium shadows will 
later obscure the gall bladder probably makes it 
preferable to make such an examination separately. 

The biliary shadows reached their maximum in- 
tensity during the six to twelve-hour interval. At 
the end of twenty-four hours they had faded, and 
after from thirty-two to thirty-six hours they had 
entirely disappeared. The normal shadow is oval 
and smooth in outline. It swells to a maximum 
after from six to nine hours and then gradually di- 
minishes. After the ingestion of food a quick reduc- 
tion in size occurs in normal cases, probably as the 
result of a sudden contraction. Food is usually 
given after the nine-hour film to test the function. 

Pathological conditions of the gall bladder have 
been indicated by a variety of features. Failure to 
obtain a shadow of the gall bladder occurred in nine 
of twenty cases in which operation was performed. 
In eight of these the cystic duct was blocked by a 
stone or an obliterative inflammatory reaction. In 
one case in which a shadow was obtained only in 
the twelve-hour plate there was a marked chronic 
cholecystitis although the cystic duct was open and 
no stones were present. From these cases it appears 
that failure to obtain a shadow of the gall bladder 
with the technique described is very good evidence 
of a pathological condition in the biliary system. 

The presence of gall stones in two patients was 
indicated by “negative” shadows within the opaque 
gall-bladder shadow which persisted through the 
entire series of films. Variations from the normal in 
the shapes of the gall-bladder shadows were also 
observed. In one case an irregular shadow was 
interpreted as evidence of chronic cholecystitis 
with adhesions and proved to be such at operation. 
Several other findings were suggestive of pathological 
processes within or adjacent to the gall bladder, but 
their exact significance was problematic. 

Of the forty cases examined, the condition of the 
gall bladder was ascertained at operation in twenty. 
All of the twenty patients had very definite histories 
that led to the clinical impression of chronic chole- 
cystitis with or without stones. The interpretation 
of the cholecystograms was erroneous in only one 
case (5 per cent), while the clinical impression was 
incorrect in 35 per cent. The one instance in which 
cholecystography failed to lead to a diagnosis was 
a case in which the pressure of a dilated duodenum 
distorted the gall-bladder shadow. 

The authors believe that the advantages of 
cholecystography over clinical methods of diagnosis, 
its apparent safety, and the fact that in the great 
majority of cases it causes little inconvenience to 
the patient, justify its routine use in cases in which 
the diagnosis is doubtful. ApotpH Hartune, M.D. 


Whitaker, L. R., Milliken, G., and Vogt, E. C.: The 
Oral Administration of Sodium Tetra-Iodo- 
phenolphthalein for Cholecystography. Surz., 
Gynec. & Obst., 1925, xl, 847. 

Because of the somewhat complicated tech- 
nique of the administration of sodium tetra-iodo- 
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phenolphthalein for cholecystography and the tend- 
ency for its intravenous injection to be followed by a 
reaction, the authors attempted the oral adminis- 
tration of the drug. They found that definite gall- 
bladder shadows could be thus obtained in most 
cases, but that nausea, vomiting, and diarrhoea were 
frequent concomitants. As these phenomena were 
believed to be due to irritation of the gastric 
mucosa, pills of the drug coated with salol and later 
with stearic acid were tried, whereby many of the 
untoward symptoms were obviated. 

After various preliminary trials on normal sub- 
jects the method was used for diagnostic purposes 
in fifty cases. Although many of the pills given 
went through the alimentary tract without being 
dissolved, definite gall-bladder shadows were pro- 
duced in 93 per cent of the normal subjects and 65 
per cent of the patients. A number of those who 
did not show shadows gave clinical evidence of gall- 
bladder disease and in one of these cases the pres- 
ence of pathological changes in the gall badder was 
confirmed at operation. On the whole, the shadows 
produced by the oral method were less dense than 
those produced by the intravenous method, but 
there were numerous exceptions to this rule. The 
technique evolved was as follows: 

Five-grain pills were given in sufficient number 
for a dose of 0.08 gm. per kilogram of body weight. 
In no case were more than twenty pills adminis- 
tered. A light supper of bread and tea, coffee, cocoa, 
or milk was allowed and, beginning at 8 or 9 p.m., 
four pills were given every fifteen minutes with 
half a glass of water until the entire number was 
exhausted. The patient lay in bed on his right side 
during the period of taking the pills and for an hour 
or more thereafter. The next morning roentgeno- 
grams were made of twelve and fifteen hours after 
the pills were taken, no food being eaten mean- 
while. After the fifteen-hour film the patient ate 
a meal, and an hour afterward, more roentgeno- 
grams were made. The purpose of these films after 
the meal was to determine whether the gall bladder 
shrank down during digestion. Shrinkage would in- 
dicate that it had maintained its normal contractility. 

Of forty-four persons thus tested and whose 
symptoms were recorded, twenty-seven had no 
symptoms whatever, five vomited from one to three 
times, five had a mild diarrhoea, and seven had slight 
nausea. In general, the effect on the patient was 
much less noticeable following the oral adminis- 
tration of the drug than following its intravenous 
administration. 

More experience is necessary before final conclu- 
sions can be reached in regard to the comparative 
value of the oral and the intravenous methods of 
giving sodium tetra-iodophenolphthalein for chole- 
cystography. Both methods may be capable of im- 
provement, but at present the oral method has 
several important advantages. It is convenient for 
both the patient and the physician, it can be used 
by any roentgenologist in his office, and it usually 
causes fewer troublesome symptoms. The intra- 


venous method is of advantage because it gives some- 
what better shadows, it is better controlled, and it is 
perhaps more dependable. 

With our present knowledge of the oral method 
for cholecystography, it is suggested that patients 
believed to have gall-bladder disease be given the 
drug first by mouth. If a normal, clearly outlined 
shadow which diminishes rapidly in size during di- 
gestion is obtained, the probability of gall-bladder 
disease is slight. If, on the other hand, the shadow 
is imperfect or absent (provided the technique has 
been good), an intravenous injection of the drug 
should be made in order to confirm the findings. 
The results obtained to date by the intravenous 
method have yielded correct diagnoses in 95 per 
cent of the authors’ proved cases. 

ApotpH Hartune, M.D. 


Fifield, L. R.: Torsion of the Gall Bladder. Brit. 
M. J., 1925, i, 920. 

Torsion of the gall bladder is a very rare condi- 
tion. The author reports the case of a middle-aged 
woman who was suddenly seized with severe pain in 
the right upper abdomen. A rounded mass suggest- 
ing a distended gall bladder developed, and a diag- 
nosis of acute cholecystitis with obstruction of the 
cystic duct was made. 

At operation, the gall bladder was found black 
and distended and completely rotated on the cystic 
duct from right to left. A cholecystectomy was 
done. Exploration of the biliary passages was nega- 
tive. The gall bladder contained blood, but no 
stones, and its walls were greatly thickened by 
hemorrhage. The patient made an uneventful 
recovery. 

Usually the fundus and postero-inferior surface of 
the gall bladder are covered by peritoneum. In the 
rare cases in which the organ is completely sur- 
rounded by peritoneum and attached to the liver by 
a mesentery it is exceedingly mobile and liable to 
torsion. 

Eleven cases of torsion of the gall bladder have 
been recorded in the literature. All of the patients 
were women and the majority were of advanced age. 
Stones were present in only three cases. The physi- 
cal signs and symptoms were usually a sudden 
severe pain in the upper part of the abdomen 
on the right side, vomiting, muscular rigidity in the 
right hypochondrium, and a tender mass in the 
gall-bladder region. In no instance was a correct 
diagnosis made; the condition was usually believed 
to be acute cholecystitis. While in nearly every 
one of the eleven cases the gall bladder was strangu- 
lated, in some cases a sufficient blood supply may be 
obtained from adhesions to prevent gangrene. 

Cyrit J. Grasper, M.D. 


Czukor, I.: Gall-Bladder Colic in the Absence of 
Gall Stones (Gallenblasenkolik ohne Gallenstein). 

XI Ungar. Chirurgentag., Budapest, 1924, Sept. 
In 510 cases of gall-bladder disturbances which 
were operated upon at the St. Rochus Hospital, 
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the advantages of early operative treatment were 
very apparent as the incidence of recurrence, ascend- 
ing infections, degenerative changes in the liver, and 
faulty liver function was markedly reduced and 
the mortality was decreased to 3.5 per cent. 

In twenty-four cases, in spite of definite gall- 
bladder symptoms, no stone was found. The author 
is of the opinion that, in addition to the mechanical 
obstruction which Schmieden and Rhode believe is 
responsible for the symptoms in these cases of re- 
tention or stasis gall bladder, the vitally important 
structures of the intrahepatic and extrahepatic bile 
passages are influenced by other factors. Induration 
of the pancreas was found in more than a third of 
the cases, but as a rule disappeared after chole- 
cystectomy or choledochotomy. 

Of the twenty-four patients who were operated 
upon because of colic and who were found not to 
have gall stones, nineteen were women. Their ages 
ranged from 26 to 60 years. 

The author concludes that, in the absence of 
stones, gall-bladder colic is the expression of a func- 
tional disturbance of the biliary system which may 
be ascribed entirely to stasis and inflammation. The 
inflammation is favored by the stasis, and in the 
causation of the stasis a disturbance of the sphincter 
of Oddi plays a réle. The colic is never accompanied 
in its early stages by fever or jaundice. 

A differential diagnosis between stasis gall blad- 
der and cholelithiasis is impossible. The chief dif- 
ference is that the attacks due to the former are of 
shorter duration and less severe. 

When possible, operation should be performed dur- 
ing the acute attack. If the patient has gone beyond 
this stage, the time of operation should be deter- 
mined by the degree of inflammation and the pa- 
tient’s general condition. 

In 99 per cent of the cases the point of origin of 
the colic is in the gall bladder. For this reason, 
cholecystectomy is the operation of choice. When 
infection of the gall bladder is indicated by fever 
and jaundice, drainage of the hepatic or common 
duct should be done in addition. In the so-called 
recurring colic following cholecystectomy, internal 
treatment( the use of the thermophore, the Carlsbad 
cure, the administration of so-called cholegogues, 
atropin, etc.) should be tried. If this is without re- 
sult and chills or jaundice appear, a second laparot- 
omy should be done to break up adhesions and drain 
away the infected bile. The appendix requires at- 
tention only when the gall bladder and biliary pas- 
sages show no visible pathological changes. 

Von LopMAYER (Z). 


Tessényi, B.: Two Cured Cases of Perforation of the 
Gall Bladder into the Peritoneal Cavity with 
Diffuse Peritonitis (Zwei geheilte Faelle von 
Gallenblasenperforation in die freie Bauchhoehle, 
diffuse Bauchfellentzuendung). XJ Ungar. Chirur- 
gentag., Budapest, 1924, Sept. 


The author reports the cases of a 38-year-old man 
and a 48-year-old woman who were admitted to the 


hospital with pronounced symptoms of perforation 
of a viscus into the peritoneal cavity. The pre- 
operative diagnoses were perforative appendicitis 
and perforated gastric ulcer. Laparotomy revealed 
in the first case a stone-filled gall bladder with a 
phlegmonous perforation the size of a lentil, and in 
the second case an oedematous gall bladder contain- 
ing no stones but with a perforation the size of the 
head of a pin. The peritoneal cavity contained a 
cloudy, fibrinous, biliary and serous exudate. Chole- 
cystectomy and cholecystostomy respectively were 
done with the establishment of drainage. Bacterio- 
logical examination showed that the infection in 
both cases was due to the colon bacillus. 

In the discussion of the paper, RONA stated that 
he does not consider this complication very rare as 
he found it in thirteen of ror cases operated upon. 
In seven of these cases the perforation occurred into 
the peritoneal cavity—in three without and in four 
with encapsulation. In one it occurred into the du- 
odenum; in one, into the hepatic duct; and in four 
into the parenchyma of the liver. In R6éna’s opin- 
ion, the prognosis of perforation of the gall bladder 
is more favorable than that of perforation of the ap- 
pendix. Von LosMAYER (Z). 


Meyer, W., and Einhorn, M.: The Diagnosis and 
Treatment of Cholecystitis; the Help Derived 
from the Direct Examination of the Bile in 
Gall-Bladder Disease. Surg. Clin. N. Am., 1925, 
V, 403. 

Meyer states that in the diagnosis of cholecystitis 
a carefully taken history is of prime importance. 
The abdomen should be examined with particular 
reference to the right quadrant or the upper half. 
Floating kidney or hydronephrosis will often be 
found. In suspected disease of the gall bladder 
tenderness of the “left McBurney point” or in the 
epigastrium is often noted. Pushing the fingers of 
the examining hand suddenly upward under the 
border of the ribs on the right side will often elicit 
pain when simple palpation will not. There is no 
such pain on the left side. Hitting the left hand 
which is placed on the lower ribs will also frequently 
cause pain only on the right side. Chronic appendi- 
citis is present in 33 per cent of cases of gall-bladder 
disease. 

After the physical examination, laboratory tests 
are indicated. The cholesterin content of the blood 
is unreliable. The X-ray examination is helpful, 
but a strict differentiation between cholecystitis and 
duodenal ulcer by means of the X-ray is often im- 
possible. The X-ray shows stones in from 15 to 30 
per cent of the cases. 

Graham’s tetrabromphenolphthalein or iodophe- 
nolphthalein test is very helpful. The examination 
of the duodenal contents in the fasting state is of 
importance and should be done in doubtful cases. 

If a patient with chronic gall-bladder disease is 
opposed to operation, his condition may be improved 
by careful medication, proper diet, and care of the 
bowels. A cure is obtained in from 97 to 98 per cent 
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of these cases if operation is done in the interval 
without jaundice. 

A diseased gall bladder without stones is much 
more difficult to treat and is a serious focus of infec- 
tion. Typhoid bacilli may survive in the gall blad- 
der for twenty-five years. If operation is not per- 
formed, the gall-bladder infection may gradually 
affect the vagus and sympathetic systems, causing 
severe systemic conditions. Therefore the gall blad- 
der should be removed rather than drained when 
the laboratory findings indicate the presence of 
pathological changes. 

The best incision is from the xiphoid process 
downward through the right rectus as this allows 
the inspection or palpation of the greatest number 
of organs. For appendectomy the appendix can 
usually be pulled up into the wound or the wound 
may be enlarged downward. 

Einhorn reports that in sixteen of eighteen cases 
of gall stones the bile was turbid before operation 
and at operation. In occlusion of the cystic duct 
the bile was clear. In occlusion of the common duct 
no bile got through. When the bile is turbid and 
contains many cholesterin crystals, bacteria, and 
pus cells, the gall bladder is probably diseased. If 
subjective symptoms are also present, operation 
should be recommended. Einhorn believes that a 
diagnosis of gall-bladder disease can be made from 
the bile in a fasting state in conjunction with the 
clinical symptoms. 

Cholesterin crystals, pus cells, bacteria, mucus, 
and ‘“‘bunch berry” crystals may be found in aspt- 
. rated bile and in gall-stone scrapings. 

Certain cases simulating angina pectoris are due 
to gall stones and are cured by removal of the 
stones. In such cases an examination of the bile 
should be made. Marcus H. Hopart, M.D. 


Brandenburg, Matthes, Stich, Laewen, Umber, 
Schmieden, and Perthes: Early Operation for 
Gall Stones: An Inquiry (Umfrage: Die Frueh- 
operation der Gallensteine). Med. Klin., 1924, xx, 
1727- ‘ 

MATTHEs is not a believer in carly operation, i.e., 
operation after or during the first attacks; he per- 
mits it only if the patient’s life is endangered, as, for 
instance, by a threatened escape of the bile con- 
sequent on empyema or hydrops of the gall bladder. 
It is rare, however, that diseases of the biliary tract 
are associated with such danger to life. Moreover, 
as operation is much more difficult than the removal 
of an appendix, it has a greater mortality. 

The prognosis of the operation becomes less favor- 
able the greater the number of attacks, but against 
this must be set the fact that many patients remain 
well for years or even for the rest of their lives after 
the first attack or attacks. Operation does not as- 
sure against recurrence, since stone formation be- 
gins in the bile ducts. A communication between the 
bile duct and the duodenum with exclusion of the 
sphincter of Oddi is unphysiological. If, however, 
the attacks occur frequently and with great severity, 
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affecting the patient’s capacity for work and his nor- 
mal enjoyment of life, the patient himself must de- 
cide which dangers he would rather run, those of an 
operation which is not absolutely indicated or those 
of expectant treatment. When there is infection 
of the bile ducts, chronic empyema, or stone in the 
choledochus, operation should be advised unques- 
tionably. 

Sticw and LAEWEN hold that early operation, 
that is, operation performed in the acute attack, 
during the first forty-eight hours, is justified and 
desirable since at this time cholecystectomy is gen- 
erally easy and relatively without danger because 
of the absence of adhesions, scar formations, and 
complications. When there is danger of perforation, 
infection, or occlusion of the bile duct by stone, oper- 
ation is an absolute necessity. 

UMBER agrees with Matthes in the main, empha- 
sizing the great number of postoperative troubles 
he has observed, such as recurrence of true stone and 
symptoms simulating those of stone. He states that 
only the minority of patients who have been oper- 
ated on are permanently free from trouble. Umber’s 
absolute indications are the same as those of Mat- 
thes. Such indications were found in only 4.4 per 
cent of the last 771 cases he has observed. 

SCHMIEDEN advocates early operation during the 
course of the disease since at this stage the condi- 
tion is limited to the gall bladder, operation is safe 
and technically easy and the organism has not yet 
suffered from complications, adhesions, infection, 
or disease of the pancreas. He believes that opera- 
tion in the acute attack is justified if there is infec- 
tion or danger of perforation or if symptoms of 
peritonitis or pancreatitis are present, but he prefers 
to operate during the interval as then the conditions 
are more favorable for aseptic healing. He calls at- 
tention particularly to the danger of injury to the 
pancreas if the gall-bladder disease persists. 

PERTHES operates during the attack if there is 
ulcerous, phlegmonous inflammation of the gall 
bladder, in order to guard against peritonitis and 
abscess formation. In light cases he operates dur- 
ing the attack only if there have been several other 
attacks and if the operation appears reasonably safe. 
Like Schmieden, he recommends operation early in 
the course of the disease. He sees an absolute in- 
dication for surgical treatment in infection of the 
gall bladder and ducts, occlusion of the choledochus, 
and repeated attacks of jaundice, and a relative 
indication in hydrops of the gall bladder on account 
of the possibility of secondary infection. 

SEMON (Z). 


Finsterer, Pels-Leusden, Kirschner, and Kurtzahn: 
Early Operation for Gall Stones (Die Frueh- 
operation der Gallensteine). Med. Klin., 1924, xx, 
1803, 1832. 

FINSTERER states that early operation for gall 
stones is possible in older patients as well as young 
ones. Of his patients who were between 40 and 70 
years of age, ten had had symptoms for less than six 
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months and seven had had them for only a year. 
In these seventeen cases the cholecystectomy was 
therefore performed early; the age of the patient is 
of secondary importance in the conception of early 
operation. 

Early operation avoids the difficulties and dangers 
that are associated with long duration of the con- 
dition and repetition and severity of the attacks. 
Many internists, however, advise delay as they see 
only the difficulties of diagnosis and the danger of 
operation. In Finsterer’s opinion the difficulties of 
diagnosis are not of great importance for if the con- 
dition proves not to be cholecystitis, a gastric or duo- 
denal ulcer may be found which requires surgery; and 
when no pathological changes are discovered the 
operation is an exploratory laparotomy which, as 
every surgeon knows, is not dangerous. 

The present danger of gall-stone operations is due 
to the fact that patients come to operation only 
after years or decades of illness, at an advanced age, 
and weakened by the disease. They then have little 
resistance to complications, especially infection. 
The rare occurrence of biliary peritonitis after ideal 
cholecystectomy may be prevented by the intro- 
duction of a drainage tube in the region of the gall- 
bladder bed. If the operation is performed under 
local anesthesia, the use of ether and chloroform 
which have an injurious effect on the liver is rendered 
unnecessary, deaths from so-called operative shock 
and heart collapse are avoided, and the results are 
greatly improved. The use of local anaesthesia and 
early movement of the extremities tend to prevent 
pulmonary embolism. Every traumatic insult to 
the liver, particularly traction, is dangerous and 
interferes with smooth convalescence. Early opera- 
tion protects also against carcinoma. 

True stone recurrences are rare; in Finsterer’s 
cases attacks of colic without icterus following 
cholecystectomy were shown by operation to have 
had their origin in a duodenal or gastric ulcer. 

In conclusion, Finsterer states that the mortality 
of operation for gall stones would be decidedly de- 
creased if internists would refer their patients to the 
surgeon sooner, at a time when operation is easier 
and simpler. 

PELS-LEUSDEN considers operation justified but not 
essential after the first attack and believes that many 
more patients would consent to operation in the 
early stages if they were informed of the dangers of 
the condition rather than of possible postoperative 
complications such as pneumonia, ventral hernia, 
etc. If the first attack is associated with phleg- 
monous inflammation, early operation is essential, 
especially in cases of empyema, phlegmon, persist- 
ing attacks (to avoid morphinism), biliary obstruc- 
tion, and suspected carcinoma. 

KIRSCHNER and KuRTZAHN advocate operation as 
soon as the condition is recognized with certainty. 
Since its certain recognition is usually impossible at 
the first attack, early operation will be performed 
after several attacks. If life-threatening complica- 
tions arise, such as common-duct obstruction, opera- 


tion should be performed at once. Cholecystectomy 
may be done also during an attack if there are no 
severe complications. In every case the bile ducts 
should be examined for stones. Smon (Z). 


Chiasserini, A.: Surgical Operation for Primary 
Cancer of the Gall Bladder with Invasion of 
Riedel’s Lobe (Intervento chirurgico per epiteli- 
oma primitivo della cistifellea con invasione del lobo 
di Riedel). Arch. Ital. di chir., 1925, xi, 49. 

Operations for gall-bladder cancer with resection 

of the liver are not very common. Chiasserini re- 
ports a case in which the gall bladder and all of 
Riedel’s lobe were removed. The patient was a 
woman 60 years of age. The excised liver tissue 
weighed 0.6 kilos. The diagnosis of carcinoma was 
confirmed by microscopic examination. The patient 
recovered from the operation but died a month later. 
There were no calculiin the gall bladder or the extra- 
hepatic ducts. The symptoms were first noted about 
seven weeks before the operation. The insidious 
evolution of the condition was due to the absence of 
calculi and biliary stasis. The neoplasm involved 
the entire gall bladder. W. A. BRENNAN. 


Landon, L. H.: The Etiology of Acute Pancreatitis. 
Allantic M. J., 1925, xxviii, 553. 

Landon believes that acute pancreatitis is due 
to the absorption of the products of proteolytic ac- 
tivity resulting from the autodigestion of the pan- 
creas itself. This theory is supported by both clin- 
ical and experimental facts. If infections of the gall 
bladder, stomach, and duodenum were always prop- 
erly treated, the danger of pancreatitis would be 
greatly lessened and there would be fewer reports 
of cases of innocent gall stones, quiescent chole- 
cystitis, and prolonged medical treatment of gastric 
ulcer. 

Acute pancreatitis associated with fat necrosis 
and hemorrhage is only the extreme end-picture of 
the disease. Many cases of simple, non-suppurative 
inflammations of the pancreas varying from oedema 
to a nodular hardness are merely latent conditions 
which may terminate in the fatal fulminative type 
of the disease. In Landon’s opinion, all grades of 
pancreatitis have one common cause and represent 
varying degrees of virulence of pancreatic infection. 

It is believed by some surgeons that the infection 
of the pancreas is due to the regurgitation of in- 
fected bile into the pancreatic ducts, but Landon 
holds with the majority that the infection is usually 
carried to the pancreas by way of the lymphatics. 

Joun W. Nuzum, M.D. 


McCrae, T.: Medical Aspects of Acute Pancreatitis. 
Allantic M. J., 1925, xxviii, 555. 


In the author’s opinion, the true incidence of pan- 
creatitis is not known as exploration is done only in 
the severe forms of the disease. 

In a considerable number of mild cases the con- 
dition is complicated by an infectious disease such as 
typhoid fever, diphtheria, scarlet fever, pyemia, or 
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septicemia. The fact that recovery is the rule in 
this type of case suggests that not enough atten- 
tion has been paid to the hematogenous conveyance 
of infection to the pancreas. It is certain that mild 
subacute pancreatitis often follows gall-bladder in- 
fections. 

In acute pancreatitis the onset is sudden with 
intense abdominal pain associated with prostration 
and shock. The patient may be cyanotic and the 
pulse is rapid and feeble. The pain is more severe 
on the left side and may be referred to the back. 
Vomiting of bile is not infrequent. The temperature 
is not high; in some cases it may be subnormal. 

Acute pancreatitis should be considered in every 
case of acute abdominal distress. 

Joun W. Nuzum, M.D. 


MISCELLANEOUS 
Rasdolsky, I.: Reflex and Sensory Phenomena on 
the Part of the Vagus Nerve in Surgical Dis- 
eases of the Viscera (Reflexe und sensible Phae- 
nomene von seiten des Nervus vagus bei chirurgi- 
schen Erkrankungen der inneren Organe). Beitr. z. 
klin. Chir., 1924, CxXxxii, 200. 

Diseases of the viscera are almost always asso- 
ciated with the most varying nerve phenomena in- 
dicating involvement of the sympathetic nervous 
system in the pathological process. The author 
studied 188 cases of diseases of the internal organs 
(gastric ulcer, duodenal ulcer, appendicitis, affections 
of the gall bladder, adhesions, enteroptosis, kidney 


diseases, carcinomata, and vagotonia) for reflexes 


and sensory phenomena on the part of the vagus 
nerve. In eighty-nine of these cases the clinical 
diagnosis was confirmed by the operative findings. 

The most constant phenomenon of such diseases 
was hyperalgesia of the posterior wall of the external 
auditory meatus (the ‘‘ear phenomenon’’). The 
second most important sensory phenomenon was 
increased tenderness of the trigeminal and occipital 
nerves at their point of exit. Headaches and ani- 
socoria were almost equally frequent. Other phe- 
nomena, which were not so constant, iricluded the 
uvula phenomena, varying coloration of the iris, 
and lachrymation. 

All of the phenomena were usually observed on the 
same side. In involvement of one of the bilateral 
organs, they always occurred on the side of the dis- 
eased organ. In involvement of the liver, gall 
bladder, small intestine, appendix, posterior wall 
of the stomach, and pylorus, they occurred on the 
right side, while in diseases of the spleen and the 
anterior wall of the stomach they occurred on the 
left side. They were noted on both sides only in 
cases of general enteroptosis and diseases of the in- 
ternal organs associated with very severe pain, and 
in these cases they were most pronounced on the 
side of the pathological process. They increased or 
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diminished in accordance with the aggravation or 
improvement of the basic disease and disappeared 
with recovery from the latter. 

While the vagus nerve indicates principally the 
side of the disease, the sympathetic nerve indicates 
chiefly the level of the position of the organ. 

RIEDER(Z). 


Reifenstein, E. C.: Eventration of the Diaphragm, 
with a Report of a Case Emphasizing the Value 
of the Movements of the Costal Margins in 
Diagnosis. Am. J. M. Sc., 1925, clxix, 668. 


The case reported was that of a man 37 years of 
age who complained chiefly of indigestion preceded 
by constipation and pain in the abdomen just above 
the umbilicus. The pain occurred from fifteen min- 
utes to an hour after meals. There was no history 
of vomiting. The attacks of pain ceased spontane- 
ously. Dyspnoea was a rather constant complaint, 
and was aggravated by exertion. 

X-ray examination of the chest showed that the 
diaphragm on the left side moved upward with in- 
spiration and downward with expiration, and was 
higher on the left side than on the right. A series of 
barium plates revealed the cardiac end of the stom- 
ach lying within the chest. In the stomach there 
was a high fluid level. The splenic flexure of the colon 
extended well up into the chest. A diagnosis of even- 
tration of the left side of the diaphragm was made. 

The author reviews the literature with regard to 
the various theories as to the etiology of the con- 
dition and discusses the pathology, symptomatology, 
and diagnosis. He directs attention to the possibility 
of making a diagnosis by clinical means, especially 
by a careful study of the movements of the costal 
margin as first described by Hoover. 

Joun W. Nuzum, M.D. 


Deutsch, B.: A Case of Singultus Continuing for 
Thirty Years (Fall von 30 Jahre hindurch anhal- 
tendem Singultus). Orvosi Hetil., 1925, \xiii, 47. 

The author reports a case of singultus in a woman 
66 years of age which has continued, even during 
sleep and with free intervals of only one or two 
days, for thirty years. The hiccoughs occur from 
fifteen to thirty times a minute. Various methods of 
treatment have failed to give lasting relief; at best, 
the free intervals have been lengthened to only five 
or six days. 

Above the patient’s right eyebrow there is a small, 
hard scar corresponding to a small protrusion of the 
skull. The patient says that the scar was caused by 
the kick of a horse which she received when she was 
a child. Following this injury she was unconscious 
for a long time. In the author’s opinion the cause 
of the hiccough is a lesion of the cerebral cortex in 
the frontal region (the singultus center). 

Makati (Z). 





aS SS oS 


\ al 








GYNECOLOGY 


UTERUS 


Barrett, C. W., Lash, A. F., and Pilot, I.: A Study 
of Streptococci from Chronic Infection of the 
Cervix Uteri and Fallopian Tubes. Am. J. 
Obst. & Gynec., 1925, ix, 797. 


The authors found streptococci in 40 per cent of 
cases of chronic infections of the cervix and 35 per 
cent of cases of chronic infections of the fallopian 
tubes. Streptococcus hamolyticus occurred in 14 
per cent of the cultures of the fallopian tubes and 
5 per cent of the cultures from the cervix, while 
streptococcus viridans occurred in 21 per cent of 
the cultures of the fallopian tubes and 27.5 per cent 
of the cultures from the cervix. 

There appears to be no relation between the inci- 
dence of streptococci in the cervix and that in the 
fallopian tubes. 

The morphological and cultural characteristics 
of the streptococci isolated from the diseased cervix 
and fallopian tubes resemble those of streptococci 
isolated from abscesses, peritonitis, and fatal strep- 
toccus infections. 

The pathogenicity of the different strains of strep- 
tococci as determined by rabbit inoculations is simi- 
lar to that of strains isolated from various strepto- 
coccus infections.. No specificity for the fallopian 
tubes was demonstrated. E. L. Cornett, M.D. 


Coventry, W. A.: Indications for, and the End-Re- 
sults of, the Sturmdorf Operation. Am. J. 
Obst. & Gynec., 1925, ix, 804. 

The author believes that in cases of rather marked 
stellate laceration with marked hypertrophy and 
scar formation in the cervix, in many of which the 
cervix is larger than the uterus itself, the Sturmdorf 
operation is best. This procedure is indicated also 
in the following cases: 

1. Cases with a severe bilateral tear, marked 
eversion of the cervix into the vaginal vault, and con- 
siderable scirrhous thickening of the cervical tissue. 

2. Cases with marked retention cysts in the cer- 
vix that have been treated by aspiration and other 
measures without result or in which the cysts have 
been punctured with the knife or the actual cautery 
and the results have been unsatisfactory. 

3. Cases with extensive erosions extending well 
down onto both lips and in which the economic 
interests of the patient must be considered. 

4. Cases in which a chronic infection has per- 
sisted for years and the cervix is the focal point. 

5. Cases with marked subinvolution of the uterus 
accompanied by hypertrophy and hyperplasia of 
the cervix. 

The final results have been most satisfactory. 
Two of the author’s patients subsequently became 


pregnant, went into labor, and experienced no 
trouble whatsoever. By the time of the final exam- 
ination the uterus and cervix had contracted down 
to where they were before the pregnancy. 

In two cases the results have not been satisfactory 
as far as the discharge is concerned, although all of 
the cervical tissue seems to have been removed. 

E. L. Cornett, M.D. 


Wintz, H.: The Results of Roentgen Treatment: A 
Statistical Report on 800 Cases of Carcinoma 
of the Uterus (Ergebnisse der Roentgenbehand- 
lung: Statistischer Bericht ueber 800 Uteruscar- 
cinome). Deutsche med. Wchnschr., 1925, li, 19. 


The cases reviewed were treated by the method 
of Seitz and Wintz. The statistics have been com- 
puted according to the rules established by Winser 
on the basis -of many years of experience. It is im- 
possible to give them in an abstract. Wintz states 
that the prognosis depends chiefly upon the follow- 
ing factors: 

1. Proper technique of irradiation with the proper 
dosage. The slight variation in sensitivity of differ- 
ent carcinomata is of less importance. 

2. The type and extent of the lesion. The earlier 
the condition is recognized the more favorable the 
prognosis. 

3. The situation of the carcinoma with respect to 
organs that are sensitive to the X-ray. 

4. The care of the patient after the irradiation. 

Unfavorable factors include local infection, irri- 
tation, general diseases, and worry. 

The treatment was a failure in as high as 15 and 
20 per cent of apparently favorable and early cases 
treated with an exact technique. 

ScuumAcHER (G). 


Dannreuther, W. T.: Combined Radium Therapy 
and Operation in the Treatment of Cancer of 
the Uterus. Am. J. Obst. & Gynec., 1925, ix, 608. 


From clinical experience and the microscopic 
study of several uteri extirpated after radium treat- 
ment, the author draws the following conclusions: 

The clinical behavior of cancer of the uterus under 
the influence of radium radiation can be checked by 
repeated histopathological examinations. 

For diagnostic purposes, it is important to curette 
the uterus when the first biopsy specimen is taken 
in order to determine the extent of the involvement 
of the endometrium. 

A preliminary study of the patient’s metabolic 
capabilities and the correction of cardiac, renal, and 
hematogenous abnormalities are essential before 
intensive radium therapy. 

All cases of cancer of the uterus should receive 
full doses of radium. It is a mistake to attempt to 
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modify the dosage according to the histological type 
of growth. 

Treatment of the entire cavity of the uterus from 
above downward is of paramount importance. 

Radium treatment should be supplemented by 
panhysterectomy, because: (1) Complete destruc- 
tion of all cancer cells in all tumors is uncertain. 
(2) The operation removes a large bulk of filtering 
tissue between the radium tube and the parametrium. 
(3) The procedure is of scientific value. Radical 
operations are unnecessary after thorough irradi- 
ation. 

Extensive sections of extirpated uteri are better 
criteria of cure than the lapse of any particular 
period of time, but each test is complementary to 
the other. 

Postoperative irradiation should be given as 
prophylaxis against recurrence. 

Histopathological data must be added to clinical 
statistics before the latter are worthy of serious 
consideration. KE. L. Cornett, M.D. 


Klemperer, P.: Histopathological Changes in 
Uterine Carcinoma Treated with Radium. 
Am. J. Obst. & Gynec., 1925, ix, 619. 

The points made in this article may be briefly 
summarized, as follows: 

1. The difference in the radiosensibility of differ- 
ent histological types of uterine carcinoma is still 
controversial. 

2. The occurrence of transitional types and mixed 
forms of ripe and unripe cells must be considered. 

3. Several observations indicate the occurrence 
of a transformation of unripe into ripe forms during 
treatment. 

4. Histological examination during treatment 
controls the effect of radiation. Only by repeated 
examination is it possible to avoid mistakes in the 
diagnosis of the tumor type. 

5. Repeated histological examinations during 
radiation are of importance, but are possible only in 
cases of prolonged treatment. 

6. These considerations suggest the application 
of high unit doses of rays in all cases of uterine 
carcinoma. E. L. Cornett, M.D. 


Philipp: The Clinical Determination of the Viru- 
lence of Suspected Infections (Kinige Worte 
ueber die in der Klinik geuebte Methode der Viru- 
lenzbestimmung bei infektionsverdaechtigem Ma- 
terial). Zischr. f. Geburtsh. u.Gynaek., 1924, \xxxviii, 
427. 

Over go per cent of ulcerated carcinomata contain 
streptococci. As a rule these are accompanied by 


staphylococci and bacilli. Most of the streptococci 
are of the hemolytic variety. While the great 
number of virulent streptococci are hemolytic, not 
all hemolytic streptococci are virulent. According 
to the virulence test, the streptococci may be divided 
into the virulent, doubtfully virulent, and avirulent 
types. The findings and results in seventy-seven 
cases in which the Wertheim operation was per- 
formed and seventy-seven cases treated with radium 
were as follows: 


Smooth 

Compli- Conva 

Treatment Streptococci Cases Deaths cations — lescence 

Wertheim 

operation Virulent...... 4 3 I bee 
Doubtful..... 5 ea 2 3 
Avirulent..... 68 I mS 67 
Radium Virulent...... 20 5 8 13 
Doubtful... .. I ee I ee 
Avirulent..... 50 I 1 48 


When the micro-organisms are virulent or of 
doubtful virulence operation is not performed. In 
such cases, radium is inserted in the uterus for not 
longer than thirty hours if its introduction is pos- 
sible without forced dilatation. The infected tissue 
must not be bruised or pressed upon. 

Virulent streptococci are rarely found in the natur- 
al environment of man. They are never found in 
dust. On the other hand, they are sometimes present 
in smears from the throat in cases of sore throat 
and in the sputum in pulmonary diseases accom- 
panied by fever. The genital organs may therefore 
become infected by way of the blood-stream as well 
as from external sources. SCHLOSSMANN (G). 


MISCELLANEOUS 


Winter, G.: Bacteriological Prognosis and Diag- 
nosis (Bakteriologische Prognose und Diagnose). 
Zentralbl. f. Gynack., 1925, xlix, 1. 

The author contends that before any gynecological 
operation is performed the nature of the bacteria in 
the vagina should be determined. In thirty-seven of 
ror cases of abdominal hysterectomy and sixty-one 
of 276 cases of vaginal hysterectomy in which 
streptococci were found the mortality was 24 and 18 
per cent respectively, whereas in sixty-four cases of 
abdominal hysterectomy and 215 cases of vaginal 
hysterectomy it was 3 and 1.8 per cent respectively. 

Up to the present time the demonstration of 
hemolysis, and particularly the relative number of 
hemolytic streptococci, has been the most valuable 
criterion of the virulence of streptococci. Philipp’s 
sign seems to be an improvement. 

SCHLOSSMANN (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Murray, W. R.: Visual Field Changes in Normal 
Pregnancy. Minnesota Med., 1925, viii, 277. 

From a study of the visual fields of twenty cases 
of normal pregnancy, the author has arrived at the 
following conclusions: 

1. Contraction of the visual fields occurs during 
the later months of normal pregnancy and is most 
marked on the temporal side. 

2. The degree of contraction varies from a moder- 
ate or slight temporal contraction to one ‘n which 
the entire periphery of the form field may lie within 
10 degrees of the point of fixation. 

3. In some cases, marked sector defects occur in 
the periphery of the white and color fields. 

4. In a very large percentage of cases the color 
fields show a reversal or interlacing. 

5. Following parturition, the visual fields slowly 
return to normal. In some cases there is marked 
limitation of the fields as late as twenty-two weeks 
post partum. Further observations are necessary 
to determine the average time at which the fields for 
white and colors regain their normal size. 

RoLanp S. Cron, M.D. 


Tédenat: Pregnancy Following Incision and 
Drainage of an Abscess in the Pouch of Douglas. 
(Grossesse aprés collection purulente dans le 
Douglas, incisée et drainée). Bull. Soc. d’obst. et 
gynéc de Par., 1925, xiii, 78. 

In a series of laparotomies performed by the 
author he found that the majority of lesions of the 
adnexa were unilateral. This fact explains the 
possibility of pregnancy following tubo-ovarian 
lesions. Tédenat believes that a complete cure may 
be obtained and knows of a number of cases in 
which pregnancy has followed catarrhal salpingitis 
and purulent salpingitis. In one case, although the 
infection had almost completely destroyed the iden- 
tity of both tubes and ovaries, the patient became 
pregnant about one year after operation. 

According to Wertheim and Sireday, pelvic peri- 
tonitis may be transmitted directly to the uterus by 
way of the lymphatics. Tédenat believes that this 
is true also of serous effusion, purulent effusion and, 
in cases in which operation is performed early in the 
course of the disease of serosanguinous effusion. 
The same theory would account for the occurrence 
of multiple abscesses extending from the pelvis to 
the lumbar region. 

Microscopic examination in such cases has 
demonstrated masses of leucocytes in the uterine 
wall and occasionally small abscesses showing 
necrosis of the muscular cells. Often one finds puru- 
lent clusters disseminated through the ovary, most 
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frequently at the level of the fimbriated end. In 
some instances the ovary i self becomes a sac filled 
with pus, and often the tube is found filled with pus 
either with or without obliteration of its lumen. 

Most interesting from the clinical standpoint is 
the benign form, rare in the puerperium and more 
common in later life. This condition frequently 
follows uterine catheterization in cancer of the 
cervix and is characterized by limitation of the 
leucocytic infiltration to the surface of the uterus, 
sometimes without pus and often with a collection 
of blood or pus in the pouch of Douglas. 

It is advisable to operate as soon as diagnosis is 
made. Pain, fever, and tenderness on palpation of 
the pouch of Douglas are indications for early 
intervention. Early and thorough drainage will 
usually shorten the duration of the infection. 

The author includes summaries of four cases in 
which a normal pregnancy followed the incision and 
drainage of an abscess in the pouch of Douglas. 

SALVATORE DI PaLmMa, M.D. 


Thoms, H.: A Newly Modified Method for Deter- 
mining the Area of the Pelvic Inlet by X-ray 
Pelvimetry. Am. J. Obst. & Gynec., 1925, ix, 667. 

Before the exposure is made, the superior strait 
must be made parallel or nearly parallel with the 
sensitive plate and the distance of the superior strait 
from the plate must be measured. This is accom- 
plished in the following manner: 

For purposes of identification a small tab of 
adhesive tape is placed on the patient’s skin at a 
level with the upper border of the symphysis in the 
midline, and another tab in the depression under 
the spine of the last lumbar vertebra. The patient 
is then placed in a semi-reclining position on the 
Bucky-Potter diaphragm and asked to arch her 
back as much as possible. It will then be noted 
that the posterior tab tends to become equidistant 
from the sensitive plate with the anterior tab. 

A 7-in. spark gap is used. A superspeed film with 
the Bucky diaphragm is necessary. The tube is 
placed at least 36 in. above the latter and an 
exposure of 120 ma.-sec. is used. The latter of 
course varies somewhat with the size of the patient. 

A board screen is mounted with lead strips so 
placed that the interspaces are exactly 1 cm. apart. 
Following the exposure of the pelvis, the screen is 
placed over the Bucky diaphragm in the same plane 
as that occupied by the superior strait. The exposure 
of the screen is as follows: tube in same position as 
that for the patient; spark gap 3% in.; a slow film; 
each exposure 14 second running 5 ma. 

The two films are developed, dried, and viewed. 
The first film shows the outline of the inlet of the 
pelvis equally enlarged in all directions, while the 
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second shows a series of lines encompassing a series 
of transparent squares. By superimposing one film 
on the other in the view box, the plane of the superior 
straight will be shown divided into squares each 
representing one square centimeter. The measure- 
ment in centimeters of the area or any diameter of 
the superior strait becomes at once apparent. 
E. L. Corneti, M.D. 


Seitz, A.: The Biological Relationship Between the 
Mother and Child from the Standpoint of the 
Internal Secretions (Die biologischen Bezie- 
hungen zwischen Mutter und Kind vom Stand- 
punkte der inneren Sekretion). Klin. Wchnschr., 
1924, iii, 2337. 

There is no doubt that the biological relationship 
between the mother and child is closest in the 
realm of the internal secretions and that stimulat- 
ing products originating in the endocrine glands 
pass back and forth between the mother and child. 

To date, three theories have been advanced: one, 
that there is no endocrine relationship; another, 
that stimulating substances pass from the child to 
the mother; and the third, that internal secretions 
pass from the mother to the child. 

The first of these theories has been proved unten- 
able by the recent findings of the Hallens school. 
The second is based on the assumption that the 
endocrine organs of the child have full function. In 
studies carried on for many years the author found 
nothing that would disprove the possibility of 
function of the child’s endocrine glands during the 
second half of fetal life, but discovered marked 
structural differences in these glands which sug- 
gested variations in their function. The third 
theory, that internal secretions pass from the 
mother to the child, has been generally accepted. 
The purpose of the experiments reported in this 
article was to prove the correctness of this theory. 

In male and female rabbits individual endocrine 
glands (thyroid and adrenal) were extirpated or 
greatly reduced in size and the effect of this opera- 
tion on the animal and its young was carefully 
studied. It was found that in the young of animals 
in which the thyroid had been extirpated a gross 
and microscopic enlargement of the hypophysis 
occurred, while in the young of animals whose 
adrenals had been operated upon an enlargement of 
the thymus and a remarkable enlargement of the 
follicles of the spleen were frequently demonstrated. 

From these findings it seems evident that the 
maternal endocrine system exerts an influence on 
the developing young. In some cases, disease or 
injury of a certain endocrine organ of the mother 
may be expressed in the progeny by changes in 
another gland. SCHUMACHER (G). 


Rucker, M. P.: The Action of Adrenalin on the 
Pregnant Human Uterus. South. M. J., 1925, 
XViii, 412. 

In the cases of sixteen of twenty women—nineteen 
at term and one in the fifth month of pregnancy—the 


hypodermic administration of 5 minims of 1:1,000 
adrenalin solution caused a marked lessening of the 
force of the uterine contractions as measured by 
the intra-uterine pressure. This decrease lasted for 
from nine to thirty minutes. In four cases no appre- 
ciable effect on the uterine contractions was noted. 
In no case was there an increase in the force of the 
contractions. 

Adrenalin in the dosage used had no effect upon 
the pains. Even when there was complete cessation 
of the contractions as measured by variations in 
the intra-uterine pressure, periodic pains were ex- 
perienced as before. 

In two of three cases in which the author was at- 
tempting to do a version under sacral anesthesia 
and was hindered by a tightly contracted fundus, the 
administration of 5 minims of adrenalin hypoder- 
mically produced prompt and definite relaxation of 
the uterus that made the operation easy. In one 
of these cases there was a fairly well defined Bandl 
ring which disappeared completely. 

The author concludes that adrenalin given hypo- 
dermically in doses of 5 minims has no oxytoxic 
action on the pregnant human uterus. In the pres- 
ence of novocain it seems to have a greater inhibiting 
effect than it does when used alone. 

Rowanp S. Cron, M.D. 


Gessner, W.: The Statistics of Eclampsia in Baden 
from 1910 to 1922; Also a Historical Proof of a 
Mechanism of Development of Diseases on a 
Dietetic Basis, Mlustrated by Eclampsia and 
Diabetes Mellitus (Die badische Eklampsiesta- 
tistik 1910-1922; zugleich ein geschichtlicher Beweis 
fuer eine Entwicklungsmechanik der Krankheiten 
auf diaetetischer Basis, erlaeutert an der Eklampsie 
und dem Diabetes mellitus). Zentralbl. f. Gynaek., 
1924, xlviii, 2732. 

Diabetes and eclampsia are metabolic diseases 
which have much in common with the acidosis upon 
which they are based. During the war, diabetic and 
eclamptic coma became less frequent because, on 
account of the hunger blockade, the least possible 
demands were made on the oxidizing power of the 
body. 

Protein and fat require a large amount of oxygen 
for their combustion, whereas carbohydrates re- 
quire much less since they, themselves, contain 
oxygen. 

When the supply of nitrogenous and fatty foods 
was limited during the war, the oxygen taken into the 
body through the lungs was sufficient for the oxida- 
tion of carbohydrates. It is not a deficiency of cal- 
cium, which is physiological in pregnancy, but the 
Jack of oxygen that is responsible for the eclamp- 
sia. 

To replace calcium by the administration of cal- 
cium and other salts, as advised by Lahmann and 
Rissman, is therefore not correct. When a sufficient 
intake of protein is provided, enough oxygen to 
oxidize it must be assured. The best prophylaxis 
for eclampsia or diabetes is therefore daily excercise 
in the fresh air. Frevunp (G). 
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Mussey, R. D.: The Clinical Similarity Between 
Eclamptic Toxzemia and Acute Glomerulo- 
nephritis. Am. J. Obst. & Gynec., 1925, ix, 808. 

The similarity of the symptoms of trench or war 
nephritis to certain phases of the toxemia of the 
later months of pregnancy is brought out. The 
similarity lies in the onset with headache, swelling 
of the face, shortness of breath, hypertension, and 
the presence of albumin and gross or macroscopic 
blood in the urine. 

The toxemias of pregnancy are divided into three 
groups in which pathological evidence of either 
hepatic or renal disease predominates: acute tox- 
emias of the eclamptic type; toxemias due to 
exacerbations of chronic nephritis; and toxzemias 
due to definite renal infection, including focal ne- 
phritis and pyelonephritis. 

The author reports eleven case: one of which is 
classed as a t-ue nephrosis and th. others as acute 
glomerulonephritis. 

“Pre-eclamptic toxemia” is frequently identical 
both in clinical symptoms and renal function with 
acute glomerulonephritis. In the cases studied, the 
outstanding features were the usually rapid onset of 
the symptoms, the hypertension and its rapid fall 
to normal which was generally coincident with the 
increase in the urinary output, the disappearance of 
the oedema and the amelioration of the symptoms. 
Other similarities to acute glomerulonephritis were 
the comparative absence of nitrogen retention in 
the blood and the apparently complete recovery of 
most of the patients. In some cases of toxemia 
there is no question that the symptoms of nephrosis 
predominate. 


Banki, Z.: A Certain Early Diagnostic Sign of 
Ectopic Pregnancy (Ein sicheres fruehdiagnos- 
tisches Zeichen der Extrauteringraviditaet). Zent- 
ralbl. f. Gynaek., 1925, xlix, 142. 

Banki states that in the early stages of ectopic 
pregnancy, if the uterus is elevated toward the sym- 
physis pubis with the examining finger pressing from 
the posterior vaginal vault, severe pain is caused. He 
attributes this pain to the agglutinating inflamma- 
tion which is associated with even the most minute 
hemorrhage in the cul-de-sac of Douglas. When 
there is peritonitis in the cul-de-sac of Douglas the 
patient complains of tenesmus and of pain associ- 
ated with bowel movements. 

The author discusses also other diagnostic aids 
and emphasizes the value of his sign in the differen- 
tial diagnosis of abortion and appendicitis. While 
his sign may be noted also in other conditions such 
as abscess in the cul-de-sac of Douglas and posterior 
parametritis, the history and most of the clinical 
signs in these conditions will eliminate ectopic preg- 
nancy. In every case in which Bénki made the 
diagnosis of ectopic pregnancy on the basis of the 
pain described his diagnosis was confirmed. He 
believes that when the importance of the sign is rec- 
ognized a greater number of cases will come to opera- 
tion in the early stages. Von Wetnzirt (G). 


Jordan, H. E., and Bigger, I. A.: A Case of Bilateral 

Tubal Pregnancy. Virginia M. Month., 1925, lii, 116. 

Instances of simultaneous pregnancy of both tubes 
are rare. 

In the authors’ case the right tube was dilated 
near the middle, where it attained a diameter of 
approximately 20 mm. The dilatation tapered 
gradually to within 10 mm. of the fimbriated end 
through a distance of 50 mm. When the area of 
greatest dilatation was opened a well-preserved, 
apparently normal embryo 13 mm. long was dis- 
closed. This was attached by a clear, delicate um- 
bilical cord 8 mm. long to a compact mass of normal 
chorionic villi. The distal portion of the dilatation 
was filled with a conical thrombus 20 mm. long which 
formed a complete cast of the tube. 

The left tube had ruptured. From the area of rup- 
ture there protruded a large, irregularly spheroidal 
blood clot, approximately 50 mm. in diameter. 
After removal of the clot the tube had approxi- 
mately the dimensions of the intact right tube. No 
embryo was recovered from this tube. Under the 
pressure of the blood clot, the embryo and placenta 
had probably undergone resorption. A few persist- 
ent chorionic villi, considerably disintegrated, had 
approximately the same histological appearance as 
those of the unruptured tube. 

The patient was 31 years of age and the mother 
of six children. She menstruated last on July 13, 
1924, fifty-two days before the onset of the present 
trouble and sixty days before the operation. The 
menstrual history was in accord with the inference 
of equal age of the two pregnancies. Eight days be- 
fore the operation there had been severe pain in the 
lower abdomen, most marked on the left side. This 
lasted for only a short time, but recurred five days 
later with greater intensity and was then accom- 
panied by a bloody vaginal discharge. 

Cart H. Davis, M.D. 


Phaneuf, L. E.: Uteroplacental Apoplexy. Boston 
M.& S.J., 1925, cxcii, 1037. 


Phaneuf reports two cases of uteroplacental apo- 
plexy following premature detachment of the nor- 
mally implanted placenta. In one, the placental 
separation was almost complete, while in the other 
the placenta was free in the uterine cavity. The 
apoplectic process was of much greater extent in the 
second case than in the first. Both patients had 
albuminuria, and the urine of the second contained 
numerous casts. 

Uterine torsion was not a prominent factor in 
either case. In the first case there was no history 
of trauma; in the second, trauma had been sustained 
about three months before the onset of the symp- 
toms. In both instances the lower uterine segment 
was free from hemorrhagic infiltration. 

Delivery was accomplished by the abdominal 
route. The first patient had an abdominal cervical 
cesarean section; her uterus contracted well and 
was left in. In the case of the second patient the 
incision was made in the anterior wall, and the 
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uterus was removed on account of extensive hemor- 
rhagic infiltration, persistent hemorrhage and failure 
of the organ to contract. 

Both fetuses were still-born. The patients were 
discharged from the hospital in good physical con- 
dition and have remained well since. 

The author draws the following conclusions: 

1. Uteroplacental apoplexy is a grave complica- 
tion of pregnancy in which there is marked hemor- 
rhagic infiltration of the uterine wall with dissoci- 
ation of the muscle fibers. The process may extend 
to the broad ligaments and to the tubes and ovaries. 
It follows premature separation of the normally 
implanted placenta. 

2. The causes of uteroplacental apoplexy are 
torsion of the uterus, a short umbilical cord, trau- 
matism, toxemia, degenerative and inflammatory 
lesions of the decidua, hemorrhage in the myome- 
trium, and thrombi in the intervillous spaces and 
decidual sinuses. The most common cause is 
toxemia. 

3. On observation of the uterus it is found that 
the lower uterine segment escapes the process and is 
free from hemorrhagic infiltration. 

4. The method of delivery is largely influenced 
by the degree of dilatation of the cervix. If delivery 
is accomplished by the natural passages, the uterus 
should be carefully packed as a_ precautionary 
measure. 

5. If labor has not begun abdominal delivery is 
best as by this method it is always possible to 
control the haemorrhage. 

6. Since the lower uterine segment is usually 
found free from involvement, it seems logical that 
the incision in the uterus should be made in the 
cervix, rather than in the haemorrhagic corpus 
(Case 1). 

7. Hysterectomy should be reserved for cases in 
which the uterus fails to contract, and those in 
which haemorrhage persists (Case 2). 

8. Blood transfusion is always a valuable meas- 
ure in the preparation of these cases for operation. 

RoLanpD S. ‘Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Bell, W. B.: Infundibulin: The Indications for Its 
Use in Surgical and Obstetrical Practice. Brit. 
M.J., 1925, i, 1027. 

Infundibulin should not be administered during 
an operation if there is respiratory failure as it 
diminishes the amplitude of the respiratory move- 
ments. 

It is contra-indicated also when there is myocar- 
dial or valvular disease of the heart without com- 
plete compensation. A fatal issue may follow its 
administration. Even in the presence of compensa- 
tion the drug is dangerous. 

In renal disease associated with a high blood pres- 
sure its use is inadvisable. 

Infundibulin is of inestimable value in the treat- 
ment of shock, provided it is used with an intelligent 


appreciation of the nature of the condition and of 
the factors concerned in its causation. 

In septic cases and those in which there has been 
a certain amount of trauma in the separation of ad- 
hesions, paralytic distention is not infrequently en- 
countered. In such cases the preventive use of in- 
fundibulin by means of intramuscular injections of 
0.5 c.cm. every few hours, should form a regular 
part of the after-treatment. 

In order to obtain a certain pressor effect on the 
intestinal muscle it is essential that a large dose be 
administered—namely, 1 c.cm. This dose followed 
by an enema often has surprising results. Similarly, 
in the rare condition of acute dilatation of the 
stomach, the stomach should be washed out ten 
minutes after the injection of infundibulin. 

The use of infundibulin is contra-indicated in 
these complications if an operation involving repair 
or anastomosis of the stomach or intestines has been 
performed and if unrelieved obstruction is present. 

When there is atony of the musculature of the 
bladder with distention, a pressor effect and evacua- 
tion may follow an injection of infundibulin, but 
this result is somewhat uncertain. 

In the termination of pregnancy, the indications 
for the use of infundibulin may be classified as fol- 
lows: (1) for the expulsion of a dead child, (2) to 
obviate the possibility of disproportion between the 
maternal and fetal parts, and (3) for the treatment 
of antepartum hemorrhage. 

In the first and second groups there is usually no 
urgency and induction can be planned to suit the 
requirements of the particular case. Infundibulin 
administered every four hours for several days in 
doses represented by 0.5 c.cm. of the liquid extract 
occasionally precipitates labor, but such an event 
is comparatively rare unless the patient is at term 
or the child is dead. 

In{the treatment of antepartum hemorrhage, in- 
fundibulin plays an important réle. It is recognized 
by all obstetricians that the first method of treat- 
ment indicated in cases of accidental hemorrhage in 
which the bleeding is not entirely concealed and 
there are indications for interference is rupture of 
the membranes and the intramuscular injection of 
infundibulin. Whether the fetus is mature or pre- 
mature does not matter provided there are no gen- 
eral contra-indications to the use of infundibulin. In 
cases of accidental hemorrhage which is entirely 
concealed, infundibulin should not be employed until 
the uterus has been emptied. Even then, the re- 
sponse will depend upon the state of the uterine 
musculature. 

In placenta previa, especially when the implan- 
tation is not central, the use of infundibulin may 
form a valuable adjunct to other methods of treat- 
ment, such as rupture of the membranes. ‘There is 
no specific danger whatsoever in its judicious ad- 
ministration before the beginning of labor, for, al- 
though labor pains may be strong subsequently, in 
Bell’s experience there has never been any evidence 
of excessive expulsive force. 
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With regard to the use of infundibulin after czsa- 
rean section the author states that in ordinary cases 
an injection of 0.5 c.cm. of the liquid extract should 
be made into the triceps after the uterine wound has 
been sutured, if retraction appears then to be in- 
complete. When an injection is given before the 
uterus has been sutured, especially if it be given into 
the uterine muscle, it may be almost impossible 
properly to approximate the incised wall of the 
uterus. 

When cesarean section has been performed for 
concealed accidental hemorrhage and the uterus 
has been preserved, infundibulin should be injected 
directly into that organ. Under these circumstances 
numerous injections of a few cubic millimeters should 
be made in various parts of the uterine wall. The 
result will depend in great measure upon the damage 
sustained by the muscle bundles, among which 
scattered effusions of blood are often found. 

Physiological primary uterine inertia is an ad- 
vantageous phenomenon. The slowness of the dila- 
tation of the os is not due to weakness of the con- 
traction; instead, the contractions are reflexly in- 
hibited by the undilated os. In such cases the blood 
pressure may be high. If an injection of infundibulin 
is given under these circumstances, it will not always 
be followed by an increase in the expulsive contrac- 
tions even though the tone of the uterine muscle is 
raised. When once the cervix is fully or almost fully 
dilated the contractions may become dangerously 
violent. 

In primary uterine inertia, infundibulin should 
never be administered as it is not required, and un- 
less the diagnosis is accurate, serious trouble may 
follow its use. In women with impending uterine 
inertia it is impossible to elicit uterine contractions 
at all, or when they are aroused, they are feeble and 
fleeting. Moreover, in quiescence, the uterus feels 
flabby and atonic on abdominal palpation. The 
systolic blood pressure under these circumstances is 
found to be reduced to the equivalent of 110 mm. of 
mercury or even less. 

The author has therefore treated cases of primary 
pathological inertia of this type with infundibulin 
whenever the condition has been recognized and 
checked by a blood pressure reading, a method of 
corroboration that is always essential. Under such 
circumstances, 0.5 c.cm. of the liquid extract is ad- 
ministered intramuscularly two or three times a day, 
according to the interval before labor is due. 

In those other not uncommon instances of patho- 
logical primary inertia due to local anomalies rather 
than insufficiency of pressor substances in the blood, 
there is an abnormal condition of the muscular tis- 
sue due to several causes. The author believes that 
the usual form of secondary inertia is that which 
supervenes during a protracted labor. In such cases 
the uterine contractions gradually diminish in fre- 
quency and force as the result of exhaustion of the 
pressor substance in the blood. The condition is 
probably not due to exhaustion of muscle fibers in 
the uterus, since with muscle fatigue further stimu- 


lation creates no response whereas in these cases a 
response is always obtainable by means of infundib- 
ulin. Before infundibulin is given during labor the 
accoucheur must have informed himself that the 
contra-indications to the use of this preparation are 
absent, and that the indication for it is present be- 
yond reasonable doubt. 

The only scientific indication for the use of in- 
fundibulin during labor is the evidence, readily ob- 
tainable, of insufficiency of this substance in the 
blood. This evidence consists in a history of pro- 
tracted labor during which the previously normal 
contractions gradually diminished in force and fre- 
quency, and the state of the blood pressure. When, 
however, the head is low in the pelvis and the pains 
cease for a long period of time, the interests of the 
patient and child are served best by the adminis- 
tration of infundibulin. Inertia throughout the en- 
tire course of labor may be successfully treated by 
occasional injections of infundibular extract. The 
question of dosage is of some moment. It is advis- 
able during labor never to administer intramuscular- 
ly an initial dose of more than 0.25 c.cm. In the 
majority of cases this dose is effective, but if neces- 
sary it may be repeated after an interval of two 
hours. If this small dose appears to have little 
effect, 0.5 c.cm. may be injected on the next oc- 
casion, but this quantity should not be exceeded, 

The contra-indications to the use of infundibular 
extract during labor are very clearly defined. In the 
first place, any disproportion between the fetal and 
maternal parts absolutely prohibits the use of the 
preparation. Even though there is inertia due to 
prolonged labor and a low blood pressure, indicat- 
ing the exhaustion of pressor substances from the 
blood, infundibulin should not be given. To give it 
in the presence of recognizable disproportion is to 
run grave risk of rupture of the uterus. The occur- 
rence of efficient uterine contractions is an absolute 
contra-indication to the employment of infundibulin, 
for if no progress is made, there is relative or abso- 
lute obstruction. 

The routine use of infundibulin as soon as the 
second stage of labor is over to promote expulsion 
of the placenta and to hasten the third stage has 
been advocated. In the author’s opinion, such a 
procedure is neither scientific nor expedient when 
the labor up to this point has been normal, especially 
when there has been no inertia. Infundibulin may 
be most advantageously employed after expulsion 
of the placenta, when uterine inertia has permitted 
postpartum hemorrhage. 

During the puerperium and in the subsequent 
weeks, subinvolution of the uterus may be effective- 
ly treated with infundibulin. It is obvious that the 
sooner the intramuscular injections are given, the 
better will be the result. Carv H. Davis, M.D. 


Levy, W. E.: Anzsthesia in Obstetrics. 
M.& S.J., 1925, |xxvii, 551. 


N. Orleans 


Anesthesia is mentioned in the literature even as 
far back as the days of Homer. Its first recorded use 
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for the pains of childbirth was by Sir James Simpson 
of Edinburgh, in 1847. Simpson performed a version 
under ether anesthesia. 

Ether is a desirable obstetrical anesthetic because 
of its relative safety and the ease of its adminis- 
tration. The use of chloroform is objectionable be- 
cause it is associated with the danger of respiratory 
paralysis and a late toxic effect upon the liver. 
Neither chloroform nor ether is desirable in the 
presence of renal or respiratory complications. 

After an experience with “twilight sleep” in about 
100 cases the author concludes that this method is 
not practical or highly successful in the average 
hospital or in the home. Morphine and scopola- 
mine, however, are of value as first-stage drugs, and 
as such, are valuable adjuncts to nitrous oxide- 
oxygen anesthesia during the second stage. 

This use of nitrous oxide was first recommended 
by Klickowitch in 1880. It was popularized by Web- 
ster and Lynch in 1913. It is safe, the degree of 
anesthesia it induces is rapidly and easily con- 
trolled, and it does not lessen the effect of the pains. 
The author uses it for version, forceps delivery, and 
cesarean section. It is the obstetrical anesthetic of 
choice. Objections to ethylene are that it is highly 
explosive, has an unpleasant odor, and is apt to 
increase hemorrhage. 

Gwathmey’s synergistic analgesia gives great 
promise. The author has used it during delivery in 
about forty cases. His technique is similar to that 
outlined by Gwathmey and now in general use. He 
stresses the fact that before the injection, the’ rec- 
tum must be clean and not irritable. It should be 
cleansed with plain water enemata; cathartics are 
contra-indicated. Labor is retarded in fully 20 per 
cent of cases, but in selected cases this effect may be 
offset by the use of hypodermics of 2 or 3 minims of 
pituitrin. The rectal injection may be safely repeat- 
ed after five hours. The patient must be watched 
constantly. 

The toxicity of the drugs is relatively low. The 
magnesium sulphate serves both to prolong the ef- 
fect of the morphine and to promote relaxation. 
The ether is used in minimum doses for its stimulat- 
ing as well as its analgesic effect. The fetal mortality 
is much lower than with the induction of twilight 
sleep. GoopricH C, SCHAUFFLER, M.D. 


Méller, N.: A Case of Complete Rupture of the 
Uterus with Suture and Healing (Ein Fall von 
kompletter Uterusruptur mit Naht und Heilung). 
Hosp.-Tid., 1924, |xvii, 725. 

The patient whose case is reported was a 29-year- 
old iv-para who entered the hospital one and one- 
half hours after rupture of the uterus. Her first child 
had been born spontaneously eight years ago. This 
child was small and died when it was six months old. 
The second child was born spontaneously after pro- 
tracted laber three and one-half years ago. This 
child was normal and is still living. The third labor 
occurred one and three-fourths years ago. After 
seventy-two hours, because of fever after futile at- 


tempts at delivery with the axis traction forceps, 
labor was terminated by perforation and cranioc- 
lasis (Braun). The child without the brains weighed 
4,000 gm. 

In the fourth labor, in which the rupture of the 
uterus occurred, the patient suddenly experienced 
an especially violent pain after thirteen and one- 
half hours of labor. Shortly thereafter the labor 
pains ceased. The woman did not collapse, but her 
facial expression became anxious, her pulse became 
small, and blood escaped from the vagina. 

On her arrival at the hospital she was very pale, 
her temperature was 37.7 degrees C., and her pulse 
120. In the left upper abdomen a large fetal part 
was felt directly under the thinned abdominal wall. 
No fetal heart tones could be heard. 

Under ether anesthesia an incision was made 
from 5 cm. above the umbilicus to the symphysis. 
A large quantity of blood was found in the abdo- 
men. Between the intestines to the left of the uterus 
lay a dead 4,000-gm. male child and the placenta. 
The child’s legs protruded from a rupture in the 
left side of the uterus. The rupture extended in 
front of the broad ligament from the cervix to above 
the middle of the corpus. 

After ligation of the left ovarian artery the pro- 
fuse hemorrhage ceased. The rupture was sutured 
with iodized catgut in two layers and the abdominal 
wall closed. The cervical tear was closed by the 
vaginal route with three sutures. The woman was 
not sterilized. 

In the first days after the operation the pulse was 
very rapid and small and the temperature slightly 
elevated. Difficulty was experienced in stimulating 
intestinal function. Several days later the patient 
recovered completely. 

On measurement of the pelvis before the patient’s 
discharge at the end of five weeks the conjugate 
vera was found to be 9.75. 

The author attributes the rupture to: (1) dis- 
proportion between the child’s head and the pelvis, 
and (2) the presence of scars in the cervix resulting 
from the operatively terminated third labor. 

SAENGER (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Louros: Experiences in Immunization Against 
Streptococcal Infection of the Blood (Ueber 
Erfahrungen der Immunisierung gegen Strep- 
tokokkenblutinfektion). Zéschr. f. Geburtsh. u. 
Gynaek., 1924, \xxxviii, 435, 442. 


Attempts at prophylactic immunization were 
made by the author before or during childbirth in 
the cases of 522 women who had fever or seemed to 
have decreased resistance to infection. When the 
procedure was carried out before labor an intraglu- 
teal injection of polyvalent streptococcus vaccine 
containing 250 million streptococci was given and 4 
few days later another injection containing 500 
million more. When the treatment was administered 
during labor, an injection of 500 million streptococc 
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were injected and, to prevent the negative phase, 50 
c.cm. of streptococcus serum were given. 

Of the 522 women, 163 had fever during the puer- 
perium. Four cases in which there was a mixed in- 
fection of the blood were fatal. On the other hand, 
three patients recovered who had harbored highly 
virulent streptococci before immunization. In these 
cases, although the streptococci’ ceased to grow in 
the immunized blood, they retained their virulence 
in relation to unimmunized blood. 

In nineteen cases of puerperal sepsis intravenous 
injections of autogenous vaccine were given. Re- 
covery resulted in ten; in six of these, highly viru- 
lent organisms had been present in the blood. The 
treatment must be begun before purulent metastases 
have formed. Attempts to use intravenous autog- 
enous vaccination to immunize women before radi- 
cal operations failed in all but one case. Bacteria of 
slight virulence can be rendered avirulent but high- 
ly virulent micro-organisms usually cannot be in- 
fluenced. SCHLOSSMANN (G). 


NEWBORN 


Dévé, C.: Hemorrhagic Manifestations in the 
Newborn and the Antihzmorrhage Serum of 
Dufour (Quelques manifestations hémorragiques 
du nouveau-né et sérum sérique antihémorrhagique 
du Dufour). Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiii, 27. 

The author has tried the antihemorrhage serum 
of Dufour in hemorrhages of the newborn, particu- 
larly cephalematoma and cases with multiple 
hemorrhages from the cord, nose, or intestines. 

In cephalamatoma he has used it only when the 
bleeding persisted. He gives 10 c.cm. subcuta- 
neously in three injections forty-eight hours apart. 
At the first injection, 4 c.cm. are given, and in the 
second and third injections, 3 c.cm. Cephale- 


matomata of moderate size disappeared within 
eight days and the cephalematic tension diminished 
within forty-eight hours after the first injection. 

Dévé cites in detail the case of one newborn infant 
with bleeding from the umbilical cord, subcutaneous 
hemorrhage, and cephalematoma; and of another 
with intestinal hemorrhages, epistaxis, hemateme- 
sis, and a rapid loss of weight. After the adminis- 
tration of 5 c.cm. of the serum the epistaxis and 
the hematemesis ceased, and on the third day, after 
an additional 5 c.cm. had been given, all bleeding 
stopped. In neither of these cases has there been a 
subsequent hemorrhage. 

SALVATORE DI Pama, M.D. 


MISCELLANEOUS 


Baer, J. L., and Reis, R. A.: The Sedimentation 
Test in Obstetrics and Gynecology. Surg., 
Gynec. & Obst., 1925, xl, 691. 

The authors have obtained the sedimentation test 
in 100 women at various stages of pregnancy and a 
few patients with gynecological diseases. From a 
review of previous reports and their findings they 
draw the following conclusions: 

1. The sedimentation test is apparently of no 
value in the early diagnosis of pregnancy. 

2. It is useful in demonstrating the presence or 
absence of infection in the body. In cases of pelvic 
pathological conditions a negative sedimentation 
test (sedimentation time over two hours) conclusively 
rules out pelvic infection. 

3- The rate of sedimentation is directly propor- 
tional to the virulence of the infection. 

4. The test is an aid in the determination of the 
safe time for operation. 

5. It seems to be a more delicate index of the 
prognosis than either the leucocyte or the temper- 
ature curve. Cart H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Hemorrhagic Infarction of the 
(Die haemorrhagische In- 
Sepsis). Mag. 


Karoliny, L.: 
Adrenals in Sepsis 
farzierung der Nebenniere bei 
orv. Arch., 1924, XXV, 495. 

Dietrich summarizes the septic changes of the 
adrenal as follows: (1) oedema and a decrease in 
the lipoid, (2) circumscribed inflammatory infiltra- 
tion, (3) thrombosis of the veins, and (4) hemor- 
rhagic infarction of the organ, which constitutes the 
most marked change. 

On the basis of two cases the author suggests that 
the loss of lipoid may be due to active function of 
the adrenal rather than to degeneration, its purpose 
being the binding of the toxin. The cortical sub- 
stance exhibits a marked affinity for bacterial emboli. 
These manifestations play a réle in immunity. 

The toxin-combining power of the adrenals per- 
sists only as long as there is adequate lipoid. The 
mobilization of the lipoid occurs relatively slowly; 
in especially severe cases it takes at least two or 
three days. In long-continued cases the adrenals 
are found free from lipoid. 

The septic changes may be divided into, two 
groups: (1) active function of the adrenal cortex, 
consisting in mobilization of the lipoid, and (2) 
inflammatory and degenerative changes. 

Von LoBMAYER (Z). 


Todd, L. C., and Crowell, A. J.: Separate Kidney 
Function: The Comparative Value of Dye 
Excretion (Phenolsulphonephthalein) and Salt 
Excretion (Specific Gravity) as Tests of Differ- 
ential Kidney Function. South. M.J., 1925, xviii, 
282. 

The earliest evidence of impairment of renal func- 
tion is a decrease in the ability of the kidney to 
concentrate the various salts for removal from the 
body. The authors find a reduction in this function 
even before there is any abnormality in the dye 
output or the blood chemistry. 

As soon as the ureteral catheters are in place a 
specimen of urine is collected from either side and 
the specific gravity is determined for both samples. 
A comparison gives the desired information. 

The authors determined the specific gravity and 
the dye output in 131 clinical cases. These included 
cases of renal tuberculosis, hypernephroma, renal 
and ureteral calculi, pyelitis, and pyelonephritis. In 
127 cases the two determinations were parallel. In 
the four in which they did not agree it was found 
that a considerable quantity of the dye had leaked 
around the catheter into the bladder urine. 

From these results the authors conclude that the 
two tests closely parallel, that small quantities 


(3 mils) are sufficient for the specific gravity test, 

and that the specific gravity test is preferable as it 

is less time-consuming and less trying on the patient. 
Joseru E. E1senstarept, M.D. 


Eisendrath, D. N., and Phifer, F. M.: Bilateral 
Heminephrectomy in Bilateral Double Kidney. 
J. Urol., 1925, xiii, 525. 


The authors state that the case presented in this 
article is the first reported case of resection of both 
lower portions of double kidneys on both sides of 
the body. The diagnosis was based on the discovery 
of two ureteral orifices on each side of the bladder and 
was confirmed by the use of opaque catheters and 
pyelography. A pre-operative diagnosis was made 
of infected calculous hydronephrosis on the left 
side and non-calculous infected hydronephrosis on 
the right side of the lower portion of a double kidney. 
One set of blood vessels supplied both portions on 
both sides. Heminephrectomy performed at inter- 
vals of two months was followed by uneventful 
recovery. Joun G. CueetHam, M.D. 


Hartwich, A.: The Surgical Treatment of ‘‘Nephri- 
tis’’ (Ueber die chirurgische Behandlung der 
“Nephritis”). Ergebn. d. inn. Med. u. Kinderheilk., 
1924, XXVi, 207. 

This article reviews the present status of the sur- 
gical treatment of “nephritis” from the standpoint 
of the internist. 

1. Nephroses. Of twenty-five patients with a 
nephrosis due to sublimate poisoning, only two were 
saved by operation (decapsulation). In most of the 
cases the oliguria or anuria was unaffected. A suc- 
cessful result is obtained only if the operation is per- 
formed early and the amount of poison is not too 
great. Decapsulation was unsuccessful also in one 
case of malaria and blackwater fever treated by 
Volhard. Amyloid nephrosis is unsuitable for sur- 
gical intervention. 

2. Kidney of pregnancy (Volhard's typical dif- 
fuse glomerular ischemia with marked secondary 
parenchymatous degeneration). In this condition 
bilateral decapsulation has proved of no noteworthy 
benefit. A scientifically exact establishment of the 
indications is impossible. Relief of the glomeruli, 
which, according to Edebohls and Ziemendorff, is 
necessary for recovery, is not demonstrable, and 
tension of the capsule is not always evident. More- 
over, it must be remembered that eclampsia and 
renal injury are probably co-ordinated and that 
therefore the operation is not a causal therapy. 

3. Acute nephritis. Three of the author’s cases 
showed only slight benefit from decapsulation. It 
is admitted, however, that clinical improvement oc- 
curred in a fairly large number and the anuria and 
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oliguria disappeared. In one of Volhard’s cases in 
which a secondary hemorrhage occurred from a 
small exploratory incisional wound seven days after 
decapsulation the anemic coils of the glomerulus 
certainly contained blood. 

Volhard and Eppinger consider decapsulation in- 
dicated in anuria and, with certain limitations, in 
oliguria. In spite of the harmlessness of the pro- 
cedure in itself an accurate establishment of the 
indications is necessary as the newly formed capsule 
may show a tendency to shrink or, as Lichtwitz 
claims, occasionally produces a light grade of chronic 
nephritis. The curative effect must be due to relief 
of the vascular occlusion through relief of the intra- 
renal pressure or of the tension of the glomerulus, 
but this has not been demonstrated. At any rate, a 
clinical return to normal seems possible. The chief 
effect of the operation consists in better diuresis, 
cessation of the convulsions and coma, and, some- 
times, improvement in the oedema and albuminuria. 

4. Chronic nephritis. In the majority of cases of 
Bright’s disease the results of operation are un- 
satisfactory or poor. In severe cases operation is 
dangerous (mortality 26 per cent). A permanent 
cure is not obtained and improvement is limited to 
disappearance of the oedema (without any change 
in the albuminuria and cylindruria) and cessation of 
the headaches with swimming objects before the 
eyes. Two of the author’s cases were fatal. 

In the older literature so many different conditions 
were described as “chronic nephritis” that the ef- 
fect of operation was expressed in various ways, but 
the studies of Stern have shown that the anatom- 
ical process is not affected by decapsulation. The 
newly formed capsule, which lacks elastic fibers, is 
even more firm and less adaptable then the old cap- 
sule. 

Because of the contradictory experimental results 
the occurrence of vascularization between the kid- 
ney surface and its surroundings is doubtful. There 
are many factors favoring the hypothesis that a 
nervous influence is responsible for the return of 
diuresis, but it is still to be proved that nerve con- 
duction is interfered with in decapsulation as it is 
in splanchnic anaesthesia. 

5. Essential renal hemorrhage. This hemorrhage 
has frequently ceased after decapsulation. It is 
probable, however, that it is due to an anatomical 
cause. ; 

6. Nephritis dolorosa. This condition is a seldom 
differentiated disease syndrome, the operative cure 
of which must be judged with great reserve. 

SCHUESSLER (Z). 


Rosenow, E. C.: The Production of Urinary Calculi 
by the Devitalization and Infection of Teeth in 
Dogs with Streptococci from Cases of Nephro- 
lithiasis. J. Jowa State M. Soc., 1925, xv, 297. 


Calculi or lesions of the medulla were produced in 
87 per cent of the dogs whose teeth were infected 
with streptococci from the urine, infected teeth, and 
the tonsils of nine patients with typical nephroli- 


thiasis. The duration of the experiment on the dogs 
in which the findings were negative was too short 
for the formation of stones. This is in sharp contrast 
to the findings in an equal number of dogs whose 
teeth were infected with strains from other sources, 
and to those of a larger series kept under the same 
conditions but in which the teeth were not infected. 

The experimentally produced calculi were similar 
in physical properties and chemical composition to 
those found in nephrolithiasis in man. The number 
and size of the stones were often proportional to the 
duration of the experiment. The other findings in 
the urinary tract were also similar to those occurring 
in patients with this disease. 

The streptococcus inoculated into the teeth of 
dogs was isolated from the kidneys, from some of 
the stones, and from the teeth at the end of the 
experiments, and its elective affinity for the urinary 
tract in rabbits was demonstrated on intravenous 
injection. The streptococcus from the teeth of 
dogs that showed active lesions in the kidneys had 
retained specific affinity for the kidneys of rabbits, 
while those from the dogs that showed no lesions or 
only healed lesiens had lost this peculiar localizing 
power. The organism was found in the lesions in 
the substance of the kidney where crystallization 
and stone formation were beginning. 

The results of these experiments and the clinical 
study by Keyser and Braasch and others indicate 
that the factor of focal and other infections should 
be given thorough consideration in the management 
of cases of nephrolithiasis. 


Freudenberg, A.: A Roentgenological Sign of Renal 
Tuberculosis (Ein roentgenologisches Symptom 
bei Nierentuberkulose). Zéschr. f. urol. Chir., 1924, 
xvi, 187. 

Regardless of the contrast medium used, cystog- 
raphy in tuberculosis of the kidney gives a char- 
acteristic picture. This is best obtained by filling 
the bladder slowly and making repeated exposures 
of the same roentgen plate. The plate so made 
shows a characteristic flattening of the bladder con- 
tour on the affected side. 

With this technique it is necessary to rule out 
error due to faulty filling of the bladder, pelvic ab- 
scesses, and tumors and affections of the adnexa. 

The sign described seems to be especially valuable 
when cystoscopy and ureteral catheterization are 
impossible. With regression of the tuberculosis after 
nephrectomy, the unilateral limitation of disten- 
sibility of the bladder disappears. 

SCHUESSLER (Z). 


Davis, J. E.: Congenital Polycystic Kidneys. Am. 
J. Obst. & Gynec., 1925, ix, 758. 

Congenital polycystic kidneys are the most im- 
portant deformities of the urinary system because 
of the extent of the condition, its progressive char- 
acter, and its marked tendency to favor hemor- 
rhage and infection. In six of the fourteen cases 
reported in this article multiple deformities other 
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than those of the kidneys were known to be present. 
In two cases the patients were relatives and other 
members of their families were believed to have con- 
genital bilateral polycystic kidneys. 

In three instances nephrectomy was performed. 
One of these patients is living, but is not in good 
health. Another died one month after the operation 
from cardiac disease. The third died within twenty- 
four hours after the operation. 

Six pairs of adult kidneys exhibited multiple 
hemorrhages or pus filling many of the larger cyst 
cavities. 

In one case symptoms had been noted from early 
childhood to the time of death at the age of 32 years. 

Two of the patients were negroes. One of these 
was a day-old infant whose mother had a history 
of syphilis. 

The most conspicuous tissue changes in congenital 
cystic kidneys are incomplete development in the 
unit structures, incomplete assembling, cystic de- 
generation, and pressure atrophy. The cortex and 
medulla are more or less indifferently demarcated. 
In the cases reported, cysts were found in the cap- 
sular zone, cortex, and medulla, and were most fre- 
quent in the sub-corticular zone at the fusion line of 
the lobules. 

This study does not support the theory that fail- 
ure of union between the convoluted and collecting 
tubules is the single cause of the formation of cysts, 
for cysts were observed in cavernous areas of the de- 
veloping capsule and in the capsules of degenerated 
glomeruli as well as in areas where defects in tubule 
connection might take place. The evidence that 
the factors causing the formation of the cysts may 
be active at widely varying periods of time is quite 
convincing. 

Facts of very great importance are that the de- 
formities of the urinary organs are usually a part 
of a multiple group of stigmata and that the con- 
dition of congenital polycystic kidney is frequently 
associated with the same type of degenerative change 
in other organs, as, for example, in the liver in 19 
per cent of all cases reported in the literature. 

It is logical to conclude from the evidence reviewed 
in this study that congenital polycystic kidney is 
caused by defective protoplasm which may be in- 
herited or congenital in obedience to the same bio- 
logical laws governing the recessive characteristics 
illustrated in phylogenetic changes and in other 
congenital deformities. E. L. Cornett, M.D. 


Braasch, W. F., and Carman, R. D.: The Pyelo- 
graphic and Roentgenological Diagnosis of 
Renal Tumors. Radiology, 1925, iv, 445. 


In cases of renal tumor simple roentgenography 
may reveal: (1) symmetrical enlargement of the 
renal shadow, (2) local projection of its contour, (3) 
areas of moderately increased density within a renal 
shadow of normal size and form, (4) partial or com- 
plete concealment of the renal shadow by the shad- 
ow of the tumor, or (5) localized densities due to 
calcified areas in the tumor, or associated calculi. 


. 








The presence of fimbriated streaks of calcification, 
noted in hypernephroma, is the only one of the mani- 
festations mentioned which is considered pathog- 
nomonic of renal tumor. The first clue to a renal 
tumor may be furnished by roentgenograms of the 
chest showing metastasis. Pyelography easily takes 
first rank among methods of demonstrating changes 
in the pelvic shadow resulting from neoplasms and 
cysts. These changes include: (1) elongation of one 
or more calyces or of the true pelvis; (2) shortening 
of the calyces; (3) encroachment on the pelvic lumen 
causing flattening of the pelvic contour, narrowing 
of individual calyces, obliteration of one or more 
calyces or obliteration of the true pelvis; (4) broad- 
ening of the calyces; (5) pyelectasis; (6) displace- 
ment of the pelvis; and (7) deformity of the uretero- 
pelvic juncture. 

In the differential diagnosis thorough familiarity 
with the normal pyelogram and its variations is es- 
sential. It is possible to distinguish the different 
types of tumor. In cases of hypernephroma, which 
is possibly more common in the upper calyces, the 
calyces are deformed rather than the true pelvis and 
the primary roen‘genogram may reveal calcified 
miliary streaks. The clinical triad of pain, palpable 
tumor, and hematuria is classic. In cases of car- 
cinoma the pelvis is likely to be irregularly enlarged 
by sloughing of tissues, and the clinical triad is not 
marked. A short history and marked deformity of 
the pelvis suggest adenocarcinoma. In cases of 
polycystic kidney, abnormalities of the pyelogram 
are less constant and elongation of the calyces is in- 
frequent and likely to be associated with widening 
of the calyx. Solitary cysts may cause shortening 
of the adjacent calyces and flattening of the nearest 
portion of the true pelvis. The weight of a cyst at 
either pole may change the axis of the kidney. 

Benign neoplasms are rare and have no marks of 
distinction from other renal tumors. 


Grauhan: Tumor of the Kidney in the Roentgen 
Picture (Die Tumorniere im Roentgenbild). Zéschr. 
f. Chir., 1925, xvii, 1. 

Kuester estimates the incidence of non-palpable 
tumors of the kidney in the adult at 40 per cent. As 
palpation still remains today the only entirely reli- 
able criterion for the diagnosis of renal tumor, we 
must attempt to obtain further development of 
other diagnostic aids. 

This article is a contribution on pyelographic diag- 
nosis which should make us more familiar with the 
shadow picture of tumor of the kidney. The author 
compares the pyelograms made in the cases of liv- 
ing subjects with those of the extirpated kidney. The 
latter, of course, indicate with greater certainty the 
diagnostic possibilities of the roentgen-ray picture. 
The pyelograms of the extirpated kidneys are com- 
pared also with the formalin-hardened and sectioned 
specimens. It is found that no case of renal tumor 
gives a pyelogram which is entirely normal either 
as to form or as to position. However, the changes 
are not always caused so directly by the tumor 
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alone that a diagnosis can be made from the roent- 
gen picture without other aids. Therefore the neces- 
sity for an early diagnosis of tumor of the kidney is 
met only to a restricted degree by pyelography. 
PFLAUMER (Z). 


Cole, L. G.: X-Ray Kinks or Angulations of Ureters 
That Are Not Kinks. Am. J.Surg., 1925, xxxix, 107. 


The author emphasizes the fact that care must be 
taken not to interpret certain X-ray findings as 
definite evidence of obstruction in the presence of 
so-called kinks, angulations, and strictures. 

He reminds us that the ureter is a flexible tube 
fixed at the lower end and movable at the upper in 
proportion to the mobility of the kidney. When 
the ureter is viewed in the anteroposterior direction, 
it is relatively straight in cases of abnormal as well as 
normal mobility, but when it is observed in the 
opposite plane its slight curves are exaggerated, 
particularly as it comes out of the pelvis and as it 
crosses the psoas muscle and dips backward to the 
kidney. In patients with a certain type of physique 
and with the kidney high these curves are gentle, 
but in others they are marked. The differentiation 
is easily made by exposures of the ureter in both the 
anteroposterior and lateral views. 

Louts Neuwe tt, M.D. 


Hepburn, T. N.: Spastic Obstruction to the Ure- 
ters. Ann. Surg., 1925, Ixxxi, 1133. 


Spastic obstruction of the ureters is due to hyper- 
trophy of the muscle bands of the interureteric 
ridge. The circular muscle bands of Brodel in the 
lower ureter may be jointly overdeveloped or thrown 
into spasm. In such cases there is a dull loin pain or 
acute and intermittent renal colic which may alter- 
nate from one side to the other. The pain may simu- 
late that produced by inflammation of the appendix 
or the female adnexa. 

The diagnosis is made from the history, the cysto- 
scopic findings, the presence of hypertrophy and 
spasm of the interureteric ridge, and often of tra- 
beculation of the bladder wall, and a pyelo-uretero- 
gram showing dilatation of the ureter down to the 
bladder wall. 

In mild cases the treatment is palliative and 
corrective. In advanced cases it consists in open- 
ing the bladder suprapubically, dilating the ureters 
with bougies, incising the muscle fibers of the ureter- 
al wall down to the mucosa, and severing the mus- 
cular interureteric ridge down to the bladder wall. 
The interureteric muscle is then stitched antero- 
posteriorly so that the muscles cannot reunite, and 
the bladder is closed tight. This operation has been 
done by the author a number of times with very 
satisfactory results. Maurice ME tzer, M.D. 


Hunner, G. L.: Radiographic Evidence of the As- 
sociation of Ureteral Stricture and Urinary 
Calculi. J.Urol., 1925, xiii, 497. 


In this article Hunner presents a number of se 
lected roentgenograms as evidence that ureteral 


stricture is an associated lesion in most cases of 
calculus of the upper urinary tract. He believes that 
the simplest, most accurate, and most efficient 
method for the diagnosis, study, and treatment of 
ureteral stricture is the use of the renal catheter with 
the wax bulb. Joun G. Cureetuam, M.D. 


BLADDER, URETHRA, AND PENIS 


Young, H. M.: The Female Urethra. J. Missouri 
State M. Ass., 1925, xxii, 169. 


Young compares the symptoms of lesions near the 
urethral meatus in the female to those of lesions 
near the neck of the bladder. The nearer a lesion is 
situated to one of these orifices the more marked 
are the symptoms. Trigonitis in the female is often 
due to the extension of inflammation from the ure- 
thra. Young discusses also caruncle of the urethra and 
inflammation of Skene’s ducts and glands. 

Polypi and caruncles may be removed by endo- 
scopic fulguration. Skene’s glands are treated by 
urethral dilatation by large sounds and cauteriza- 
tion with 10 to 20 per cent silver nitrate. In the 
cases of women complaining of widely variable 
symptoms referable to the bladder the urethra 
should be thoroughly inspected throughout its 
length. Joseru E. E1senstarpt, M.D. 


GENITAL ORGANS 


Wesson, M. B.: The Prostatic Median Bar, Com- 
plications and Treatment. California & West. 
Med., 1925, xxiii, 720. 


The punch operation as perfected by Young is 
not a palliative procedure but a radical operation, 
and when properly performed upon suitable cases is 
100 per cent efficient. It is exceedingly technical, 
requiring a very painstaking preliminary study and 
close attention to details during and after the 
operation. 

Wesson has never seen a case of haemorrhage in 
which he thought cystotomy was indicated, and 
Young states that he has never done a secondary 
suprapubic operation for haemorrhage in a case in 
which the punch operation was done. The mortality 
is less than 2 per cent. 

The chief points in the article are summarized as 
follows: 

1. The median bar and its treatment were first 
described by Guthrie in 1830. 

2. The obstructive symptoms of a small median 
bar and a large benign hypertrophy are the same. 

3. The disturbances of micturition in men 
under 55 years of age are generally due to a median 
bar, while in older men they are probably due to 
hypertrophy. 

4. When Young’s operation is properly restricted 
to well-chosen cases, it is permanently curative. 

5. A median bar once removed does not recur. 

6. There will be no hemorrhages if the operation 
is properly performed, the patient is kept quiet, 
water is forced and drainage is maintained. 
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7. The three common causes of hemorrhage are 
the tearing of the mucous membrane by a dull knife, 
the use of a catheter with one eye, which results in 
straining because it is not properly placed to main- 
tain drainage, a catheter so small as not to fit snugly 
against the cut surface and thereby hasten clotting. 

8. A slow blood coagulation time is a positive 
contra-indication for a punch operation. 

9. In all cases of persistent hemorrhage or 
shock, transfusion is indicated before a cystotomy 
may be considered. 

10. The cystoscopic diagnostic signs are resi- 
dual urine, a trabeculated bladder, lateral clefts, a 
“jump” felt by the finger in the rectum pressed 
against the slowly withdrawn cystoscope in the 
urethra as the beak passes over the vesical lip. 

11. Ten successful consecutive Young’s punch 
operations are analyzed from the standpoint of un- 
toward symptoms, their cause and management. 

12. The punch is a dangerous instrument unless 
it is used carefully. Louis Gross, M.D. 


Sonneland, S. G.: Undescended Testicle. Surg., 
Gynec. & Obst., 1925, Xl, 535- 

The author differentiates between undescended 
testis and ectopic testis. 

The war department records show that the 
number of cases of monorchism or cryptorchism was 
8,538 or 3.1 per thousand men examined. These de- 
fects are uncommon in the colored race. 


In a review of the embryology the wide divergence 
of opinion as to the etiology is brought out. In dis- 
cussing the mechanical factors which promote or 
interfere with the descent of the testicle Sonneland 
states that three forces are necessary for the descent 
of the testis as it enters the inguinal canal: (1) 
intra-abdominal pressure, (2) intermuscular pres- 
sure, and (3) active contraction of the smooth mus- 
cle constituents of the chorda. 

There are four types of ectopic testis: (1) the 
perineal, (2) the interstitial, (3) the penile, and (4) 
the femoral. 

Following a description of the histology of the 
undescended testis the author discusses the effect 
of maldescent of the testis upon function from the 
standpoint of the testis as a spermatogenic gland 
and as an endocrine gland. 

In a discussion of the diagnosis and complications 
he states that the undescended testis is more apt 
to undergo malignant degeneration than the de- 
scended testis. 

With regard to treatment he says that ordinarily 
there is no reason for intervention until the child is 
10 or 12 years old. The age beyond which no 
functional benefit is derived from operation is gen- 
erally believed to be 21 years. Irrespective of age, 
however, all cases of inguinal retention of the testis 
should be treated surgically. 

The operative technique is described. 

Joun P. O’Netz, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Doran, W. T., and Brown, L.: Hamatogenous 
Osteomyelitis: A Report of a Group of Seventy- 
one Cases. Surg., Gynec. & Obst., 1925, xi, 658. 

In the authors’ cases of hematogenous osteomye- 
litis the parts primarily involved were, in descend- 
ing order of frequency of involvement, the lower 
end of the tibia, the lower end of the femur, the 
upper end of the tibia, and the upper end of the 
humerus. 

In acute osteomyelitis which is diagnosed, early 
simple splitting of the periosteum or drilling into 
the medullary cavity are usually sufficient and con- 
valescence occurs in a period of weeks. When the 
symptoms have been present for several days, more 
radical exposure of the medullary cavity is neces- 
sary and convalescence requires months or years. 

The marrow cavity should never be vigorously 
curetted and sequestra should not be removed be- 
fore sufficient involucrum has formed to preserve 
the contour of the bone. Cnester C. Guy, M.D. 


Dennie, C. C.: Congenital Syphilis of the Bones 
and Joints. Radiology, 1925, iv, 364. 


In a series of fifty cases of syphilis of the bones 
and joints, the author found that in 20 per cent the 
Wassermann test was negative. In 4o per cent there 
was no other sign of congenital syphilis except the 
bone condition, and this was determined only by the 
use of the X-ray. Of the thirty patients with other 
stigmata of congenital syphilis, ten had interstitial 
keratitis and five had Hutchinson teeth. The most 
constant external sign was the saddle nose. In near- 
ly all of the cases with involvement of the long bones 
there was a history of trauma. In two cases the 
bone disease appeared at the termination of typhoid 
fever. In many of the cases the condition suggested 
acute osteomyelitis. In a large percentage, the other 
children of the family were apparently free from 
signs and symptoms of congenital syphilis. 

The author recommends a careful physical and 
serological examination of the patient and all of the 
members of his family. He has found that 30 per 
cent of the patients have active manifestations of 
syphilis or evidence of its past ravages. The mothers 
are affected almost as often as the fathers. 

Roentgenograms should be made of the long bones 
of the other children in the family. The child im- 
mediately preceding and following the patient will 
often show the characteristic thickening of the tibial 
cortex. 

Typhoid and other acute infectious diseases may 
precipitate latent congenital syphilis. The condition 
may be confused with tuberculosis. Care must be 


taken not to ascribe too much importance to a his- 
tory of trauma. 

It is a well-known fact that persons suffering from 
syphilis, congenital or acquired, are very susceptible 
to tuberculosis. Children with joint syphilis and 
associated tuberculosis of the chest respond to anti- 
syphilis treatment without activation of the tuber- 
culosis. 

The author classifies bone and joint syphilis as 
follows: (1) periarticular infiltration without in- 
volvement of joint surfaces; (2) syphilitic epiphys- 
itis; (3) osteitis and periostitis of the long bones; 
(4) multiple syphilitic bone involvement; (5) 
syphilis of the skull; (6) syphilis of the flat bones, 
particularly the nasal bones and the palate; and (7) 
dactylitis, which is peculiar to infants and very 
young children. 

Arsphenamine is preferable to iodides and mer- 
cury in the treatment of bone and joint syphilis. 

DanreL H. Levintuat, M.D. 


Christensen, F.C.: Bone Tumors. Ann. Surg., 1925, 
Ixxxi, 1074. 

This article reviews 1,000 cases of bone tumors 
with special reference to the location of the growth 
and the patient’s age and sex. 

Benign and malignant osteogenic tumors may oc- 
cur in any bone of the body but they have certain 
sites of predilection. In 222 of the cases reviewed the 
tumor was in the distal end of the femur; in 133, in 
the proximal end of the tibia; in 60, in the proximal 
end of the humerus; and in 35 in the distal end of the 
radius. 

The sites of predilection for osteogenic tumors and 
giant-cell tumors are the ends of long bones where 
there is a disk of maximal growth, the growth period 
is longest, and the natural growth momentum is 
greatest. 

Only three classes of tumors are common in chil- 
dren, viz., osteogenic sarcomata, giant-cell tumors, 
and endothelial myelomata. Of the cases reviewed, 
ninety (48.1 per cent) were cases of osteogenic sar- 
coma, forty-six (24.3 per cent) were cases of giant- 
cell tumor, and thirty-nine (20.6 per cent) were 
cases of endothelial myeloma. In all, there were 188 
cases of tumor occurring before the sixteenth year 
of age. 

General sarcomata are most common in the fourth 
decade and osteogenic sarcomata in the second. 

The only single tumors occurring in the bones of 
the hand were osteogenic or giant-cell tumors. Only 
one benign and two malignant single tumors were 
found in the sternum. In spite of its exposure to 
trauma, the patella seems practically immune to 
bone tumors. In the cases reviewed there were only 
two patellar growths. 


3°7 
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‘The areas most commonly involved by malignant 
tumors are also those which are most frequently in- 
volved by benign tumors. Therefore a correct diag- 
nosis is of great importance before radical measures 
are used. 

Myelomata originate in the bone marrow, usual- 
ly in the flat bones and the cancellous portion of 
the long bones. In 39 per cent of the cases they occur 
before the twenty-first year of age. 

Metastatic tumors usually occur in areas of red 
bone marrow, the flat bones, and the cancellous 
portion of the long bones. The proximal ends of 
the long bones are usually involved first, although the 
metastasis which causes the first symptoms may be 
in the distal bones. Rupopu S. Reicu, M.D. 


Sutherland, C. G.: Charcot’s Joints. Radiology, 
1925, iv, 355- 

Charcot’s joint is usually painless and develops 
rapidly without appreciable cause. There is no fever 
and no sign other than an instability of the joint. 
The condition is most frequently associated with 
tabes dorsalis, but may complicate syringomyelia. 
Similar lesions have been observed in the general 
paralysis of the insane, psoriasis, leprosy, anterior 
poliomyelitis, and compression and destruction of 
the spinal cord, and also following severance of 
nerves. 

The condition has been produced experimentally 
in healthy animals by section of the posterior (sen- 
sory) roots, which inhibits the warning sense of pain 
in a limb. It is apparently produced accidentally, 
chiefly by the movements to which the patient 
subjects the affected members. 

The roentgenogram reveals enormous destruction 
of the articular surface and the bones associated 
with marked hyperplasia of bone and cartilage in 
the surrounding tissues. The destruction seen in the 
roentgenogram is entirely out of proportion to, the 
clinical findings. 

In different series of ataxic patients the incidence 
of the condition has varied from 1.75 to 6 per cent. 

Tabetic arthropathies are more common in the 
lower extremities, while arthropathies complicating 
syringomyelia more often affect the upper extremi- 
ties. 


Heinonen, J.: Acute Hematogenous Osteomyelitis 
of the Scapula (Beitrag zur Kenntnis der akuten 
haematogenen Osteomyelitis im Schulterblatt). Acta 
chirurg. Scand., 1925, lviii, 289. 

During the period of twenty-five years from 1898 
to 1923, 942 cases of hematogenous osteomyelitis 
were treated at the University Hospital of Helsing- 
fors. In four (0.42 per cent) the condition was 
localized in the scapula. In a review of the literature 
in 1911, Strauss found only thirty-one such cases. 
The number reported to date is forty-six. 

The condition could be traced to an injury in 
only one case. In the others, the cause was unknown. 
Its clinical course differed very slightly from that 
usually noted in cases of osteomyelitis. In one case 


the primary focus was found in the coracoid process, 
In spite of the fact that the coracoid process contains 
a rather large amount of marrow, it is very seldom 
the site of this affection. 

So far as the recognition of the scapular involve- 
ment was concerned, the diagnosis was not difficult. 
In the differential diagnosis the chief difficulty lies in 
distinguishing the condition from acute infectious 
diseases in the shoulder joint or its vicinity and 
from osteomyelitis of the ribs adjacent to the 
scapula. Only very rarely is the complaint liable 
to be mistaken for tuberculosis or a malignant tumor. 

In the cases reviewed the treatment given was 
the usual treatment of osteomyelitis. Resection 
of the entire scapula, which has of late gained many 
adherents, was not necessary in either the acute or 
the chronic stage of the condition. 


Wyckoff, H. J.: The Treatment of Tuberculosis of 
the Spine on the Bent Bradford Frame. 
Northwest. Med., 1925, xxiv, 227. 


Five cases of tuberculosis of the spine are reported 
to call attention to the value of the bent Bradford 
frame in the treatment of this condition. Reduction 





Patient with high dorsal lesion on bent frame. 


of the kyphos deformity, hyperextension of the spine, 
and immobilization of the vertebra are satisfactorily 
obtained by means of this frame. The results are 
checked by frequent roentgenograms. After the 
deformity has been corrected a plaster body cast is 
applied. The whole course of treatment requires 
from two to four years or longer. 
Cuester C. Guy, M.D. 


Harrenstein, R. J.: A Critical Period in the Develop- 
ment of the Hip Joint and Its Importance in 
the Origin of Congenital Dislocation of the 
Hip (Eine kritische Periode in der Entwicklung des 
Hueftgelenks und ihre Bedeutung fuer die Entste- 
hung der angeborenen Hueftgelenksluxation). 
Nederl. Tijdschr. v. Geneesk., 1924, \xviii, 2328. 


A study of the development of the human hip joint 
gives some information regarding the origin of a lux- 
ation, but there is still very little known about It. 
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For this reason the author examined 179 fetal, 
infantile, and adult pelves. 

The depth of the acetabulum is greater in early fe- 
tal life and in adults than in the mature fetus of from 
30 to 60 cm. in length. The thickness of the floor of 
the acetabulum diminishes slightly only in the 
adult, and this change does not correspond to the 
change in the depth of the acetabulum. It averages 
30.1 per cent in the female and 30.2 per cent in the 
male. The acetabulum is seldom round; as a rule it 
is oval with the longer axis in the line connecting the 
iliac spine with the tuber ischii. In the first few 
months of life the head of the femur also is elliptical. 

These changes, which occur constantly at the 
end of the fetal period and are more pronounced in 
the female than the male pelvis, are evidently 
attributable to inhibition of development by the 
intra-uterine pressure. At this period the occurrence 
of a luxation is particularly favored in the female. 
When there is marked flexion of the thigh in the 
uterus the head of the femur assumes the position of 
subluxation. This is corrected by gradual extension 
of the legs with simultaneous tension of the liga- 
ments of Bertini which act as correctors. 

DUuNCKER (Z). 


Bristow, W. R.: Internal Derangement of the 
Knee Joint. J. Bone & Joint Surg., 1925, vii, 413. 


Following a review of the anatomy and physi- 
ology of the knee, Bristow discusses the mechanism 
and types of knee injuries and their diagnosis, 
treatment, and end-results. 


MECHANISM OF INJURIES 


Damage to the internal semilunar cartilage usu- 
ally occurs on rotation with the knee in flexion. The 
grinding effect of the femoral condyle against the 
tibia catches the anterior end of the cartilage as 
the tibia passes backward under the femur. In such 
cases the free border is torn but the attachment at 
the periphery is not broken. In the production of 
cartilage injury the pull of the lateral ligaments is 
equal in importance to the grinding mechanism. 
However, it is not very common to find an injury of 
both the cartilage and the ligament at the same 
time. 

In brief, forced abduction injures the lateral liga- 
ment; forced rotation, the internal cartilage; and 
forced hyperextension, the anterior crucial liga- 
ment. 

TYPES OF INJURY 

In a study of 316 cases of knee trouble, an injury 
or apparent injury of the internal cartilage was 
found in seventy-seven and an injury of the external 
cartilage in four. In thirty-two of the seventy-seven 
cases of injury or apparent injury to the internal 
cartilage the anterior end was detached; in nine, 
there were tears at the periphery; in eight a tag 
projected into the joint; in eight others there was a 
displacement of cartilage into the intercondylar 
notch; in eight others the cartilage was normal; in 


five, a hypertrophied fat pad was discovered; and in 
seven the trouble was due to various factors or its 
cause was obscure. 

Of a series of 117 cases treated at Sir Robert 
Jones’ clinic, fifty-three showed a tear from the 
anterior end; sixteen, a longitudinal split; twelve, a 
transverse fracture; and three, no trace of cartilage. 


DIAGNOSIS 


In the diagnosis of injuries of the knee the history 
is so important that in a large number of cases the 
nature of the condition can be recognized from the 
history alone. The occurrence of an injury or locking 
of the knee, the degree and rapidity of the swelling, 
and the sequence of events following an injury are 
points to be carefully considered. A routine system 
of examination should be adopted in all of these 
cases. 

Loose body is suggested by true locking which is 
momentary and easily reduced. When the locking 
occurs the pain is referred to different parts of the 
joint on different occasions. 

Injury to the retropatellar fat pad may be mis- 
taken for cartilage trouble, but the pain is all along 
the joint line and not localized in front. 

In injury to the lateral ligament there is a marked 
limp and the patient gives a history of direct injury 
to the outer side of the leg. There is no locking or 
joint-line tenderness. 

Rupture of the anterior crucial ligaments usually 
occurs from forced hyperextension of the knee. It is 
rare in civil life. 

Adhesions may simulate a loose cartilage but may 
be differentiated from the latter on the basis of the 
history. 

The slipping of a tendon may cause a momentary 
slight locking but is not followed by effusion or 
tenderness. 

Arthritis gives rise to vague pain, stiffness, and 
weakness. Examination usually reveals quadriceps 
weakness, a coarse grating, and tenderness on 
forced extension. 

Intra-articular fracture must be considered. In 
three cases this condition was shown in roentgeno- 
grams when it was not suspected. A roentgenogram 
should always be made before any operation on the 
knee. 

In cases of fracture of the patella the patient may 
be able to walk if the fracture is subperiosteal and 
without displacement. 


TREATMENT 

A cartilage displacement seen within a few days 
after the injury must be reduced by manipulation, 
with anesthesia, if necessary. Instead of immobiliz- 
ing after the reduction, the author applies a pressure 
bandage to check the synovitis, and allows the pa- 
tient to walk and resume his work if it is not too 
strenuous. It is argued that immobilization will 
not promote repair unless the tear is at the periph- 
ery, and may lead to muscle atrophy and the 
formation of adhesions. Exercise of the knee and 
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faradic stimulation of the quadriceps are therefore 
advised. 

When the case is first seen several weeks after the 
accident it may be necessary to deal with one of the 
following conditions: 

1. Quadriceps insufficiency. This is evidenced 
by the complaint that the knee gives way through 
weakness. In such cases faradic stimulation of the 
quadriceps and graduated muscle exercises to re- 
store strength are indicated. 

2. Adhesions. The patient complains of weak- 
ness due to pain. There is slight muscle atrophy, 
and full flexion is limited by pain. The treatment is 
mobilization under anesthesia. 

3. Arthritis. In this condition the knee swells 
with use, does not stand prolonged strain, and when 
kept at rest in one position too long becomes stiff 
and painful. The cause of the arthritis must be 
sought and treated. 

4. An unreduced cartilage. This causes limita- 
tion of motion and tenderness on the joint line. It 
must be reduced by manipulation or removed by 
operation. 


OPERATIVE TECHNIQUE 


In operations on the knee the use of a tourniquet 
is essential. In cases of displaced cartilage a lateral 
incision is indicated, whereas in cases of injured 
crucial ligaments, fracture of the tibial spine, and 
multiple loose bodies, and for the complete exposure 
of an arthritic knee, the split-patellar incision is 
necessary. The incision must be large enough to 
give good exposure without violent retraction or 
other rough handling. 

If the anterior half of a cartilage is found torn, it 
should be removed, but if the posterior part is nor- 
mally attached removal of the entire cartilage is not 
necessary. Even if the anterior part appears normal, 
it should be removed in order that the condition of 
the posterior part may be determined. If no lesion 
is found on any part of the internal cartilage, the 
external should be examined through another inci- 
sion, provided the surgeon is confident that the 
symptoms are due to cartilage injury. 

No splint is necessary. In the author’s cases a 
tight pressure bandage is applied. Usually this re- 
quires loosening after from twenty-four to thirty- 
six hours. Active exercises are begun on the seventh 
day and the patient is allowed to get up on the 
eighth day. After three weeks he is permitted to 
resume his normal active life but he is not allowed 
to play athletic games until after six weeks. 


END-RESULTS 

Of several hundred patients operated upon, only 
thirty-nine could be traced. Thirty of these had 
good results, that is, they were not in the least incon- 
venienced by the knee and stated that it was as good 
as normal. Six had good function, but the knee 
operated upon was not as strong as the other. In 
three cases the results were unsatisfactory as the 
symptoms continued. 


Reports from St. Thomas’s Hospital show that 
good results were obtained in 76 per cent of cases in 
which a definite cartilage injury was found at 
operation. 

DISCUSSION 

In the genera! discussion of this paper, Str 
RoBERT JoNEs did not agree with Bristow that the 
internal lateral ligament is a very feeble structure. 
He makes it a rule not to operate unless the symp- 
toms of cartilage displacement have occurred more 
than once. He believes that even if at operation 
following classical symptoms the cartilage appears 
normal, it should be removed, since often the tear is 
not visible until the cartilage is drawn out where it 
can be seen. 

ELMSLIE referred to a method of approaching the 
posterior end of the cartilage through an incision 
posterior to the lateral ligament. FAIRBANK ex- 
pressed doubt as to the advisability of this approach 
unless it is combined with the usual anterior incision. 
He stated that he was surprised to find that in cases 
of rupture of the anterior crucial ligament hyper- 
extension does not occur as regularly as is claimed in 
textbooks. 

AITKEN reported that the semilunar cartilages can 
be demonstrated in a properly exposed roentgeno- 
gram. Pratt said that he considered histological 
examination of the synovial membrane of great 
importance since he had operated upon three cases 
of early tuberculous synovitis which caused symp- 
toms of cartilage injury. 

SMITH recommended the posterior incision for 
access to the posterior horn of the cartilage, and 
stated that this horn should never be left in after 
resection of the rest of the cartilage. 

WitiraM A. CLarK, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ellmer, G., and Schmincke, A.: A Fifteen-and- 
One-Half- Year-Old Homoplastic Bone Trans- 
plant in Man (Ein 15% Jahre altes homoioplas- 
tisches Knochentransplantat beim Menschen). 
Zentralbl. f. Chir., 1925, lii, 562. 


In the case reported, an 8-cm. portion of bone was 
removed with its periosteum from the lower end of 
the radius in 1909 because of sarcoma. The epiphys- 
eal intermediary cartilage and the epiphysis were 
left in situ. The defect was filled with a piece of 
radius of corresponding length obtained from a case 
in which an amputation was done at that time. The 
transplant was fixed to the proximal stump of the 
radius by means of an ivory peg and the peripheral 
end was fitted to the epiphyseal fragment without 
suturing. The patient was discharged at the end of 
two months with bony union and complete use of 
the arm. 

Fifteen years later the bone broke suddenly while 
the patient was unloading hay, during which occu- 
pation no particular force was used. Nine weeks of 
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treatment with fixation dressings failed to result in 
consolidation. The roentgen picture at this time 
showed a fracture 4 cm. from the epiphyseal end. 
Except for slight thickening, the bone had the ap- 
pearance of a normal radius. The ivory peg was 
plainly visible. There was no callus formation. 

The lower end of the radius, including the pseudar- 
throsis and the transplant, was resected and the 
defect filled with a periosteum-covered transplant 
from the tibia. 

The resected bone showed a fissure 1.5 cm. wide 
which contained necrotic material. The proximal 
longitudinal section showed a cross section of the 
ivory peg completely filling out the marrow cavity. 
The microscopic examination indicated that nec- 
rosis of the osseous tissue could not be considered 
the cause of the fracture. Histologically, the cor- 
tical cylinder appeared to be normal throughout. 
Bone tissue which could be considered a remnant of 
the bone transplanted fifteen and one-half years 
previously was nowhere demonstrable. 

As the histological examination offered no expla- 
nation of the cause of the fracture after such a long 
period of time, the author suggests that the factor 
responsible might have been a change in the calcium 
content of the bone replacing the transplant which 
decreased the stability of the tissues. 

WortTMANN (Z). 


Mueller, W.: Experimental Investigations on the 
Effect on the Joints of Long-Continued Im- 
mobilization (Experimentelle Untersuchungen 
ueber die Wirkung langdauernder Immobilisierung 
auf die Gelenke). Zischr. f. orthop. Chir., 1924, \xiv, 
478. 

In the experiments reported the posterior process 
of the calcaneum of rabbits was fastened intra- 
articularly to the tibia by means of wire loops so 
that maximal plantar flexion was obtained and the 
joint was held absolutely immobile. At examination 
of the joint several months later disuse atrophy was 
noted in some of the bones but not in the cartilage. 
The cartilages which had been maintained out of 
contact had become overgrown with connective 
tissue. The connective tissue also filled the joint 
space and was thicker the longer the fixation had 
continued. Where cartilage surfaces had been in 
contact there was no connective tissue ingrowth. 
Even when the contact had been maintained for a 
long time there was no adhesion of the contact sur- 
faces with one another. Friscu (Z). 


Payr, E.: The ‘‘Half Langenbeck’”’ as a Muscle- 
Sparing Operative — for Certain Opera- 
tions on the Shoulder and Hip (Der “halbe 
Langenbeck” als muskelschonende Zugangsope- 
ration fuer gewisse Eingriffe an Schulter und Hueft- 
gelenk). Arch. f. klin. Chir., 1924, cxxxii, 487. 


For the maintenance or recovery of motion in the 
shoulder and hip it is of the greatest importance to 
begin functional treatment as soon after operative 
treatment as possible. The muscle insertions must 


be spared. The author has devised a new operative 
approach which he calls the “half Langenbeck” 
because, by partial skeletonization of the tubercle 
and great trochanter, sufficient room is obtained for 
a large number of operations on the shoulder and hip 
joints. 

The operation on the shoulder is not at all difficult. 
Nothing is done to the tubercle; its denudation from 
the muscle insertions is not at all necessary. The 
head and socket are easily approached. The in- 
tegrity of the insertions of the internal rotators, the 
suprascapular and the teres major muscles, appears 
to be a great advantage. The procedure is amply 
sufficient for the extraction of joint mice and foreign 
bodies, the removal of the head of the humerus 
which has become broken off at the anatomical neck, 
and for plastic operations on the joint. 

The hip joint is approached in a similar manner. 
Almost all of the insertions of the muscles going 
from the pelvis to the femur are left intact. Only 
unimportant portions of the gluteus medius are 
divided. The division is done parallel with the fibers. 
There is no injury to function as the nerve supply 
comes from the posterior portion. A portion of the 
tendon of the gluteus minimus, which is inserted at 
the anterior third of the great trochanter, is sepa- 
rated from its insertion. Only insignificant portions of 
the origin of the vastus lateralis are destroyed. The 
insertions of all of the external rotators are left intact. 

The operations that can be carried out through 
such an approach to the hip joint are the following: 
osteotomy at the neck of the femur; pseudarthrosis 
formation at the femoral neck in ankylosis of the 
hip; suture of the femoral neck; anterior arthrotomy; 
the removal of osteophytes from the head of the 
femur and the acetabulum; the removal of joint 
mice, foreign bodies, etc.; the removal of a necrotic 
femoral head in cases of median fracture of the neck 
of the femur and septic disease of the hip joint; the 
removal of sequestra; arthroplasties; the treatment 
of certain forms of tuberculosis; the extirpation of 
tumors; and the treatment of difficult cases of fibrous 
ankylosis. 

The article is supplemented by a number of good 
illustrations showing the operative technique de- 
scribed. Bove (Z). 


Verrall, P. J., Mennell, J., Cyriax, E. F., and 
Others: Discussion on the Diagnosis and 
Treatment of Affections of the Sacro-Iliac 
Joints. Proc. Roy. Soc. Med., Lond., 1925, xviii, 
Sect. Orthop., 19. 

VERRALL believes that in sacro-iliac affections the 
body is usually tilted toward the sound side, while 
Smith-Petersen believes that in mild cases the 
body deviates toward the affected side. Persons with 
a sacro-iliac affection suffer from a severe degree of 
neurasthenia with a feeling of “falling to pieces.” 
There is pain over the joint which may be referred 
along the course of the sciatic nerve. The patient 
should be examined first in the standing position. 
His typical gait and manner of climbing stairs should 
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be noted as well as the deviation of the lumbar spine 
and pelvic tilting. With the patient in the recum- 
bent position an examination should be made for 
swelling or abscess. Compression of the iliac crests or 
os pubis and palpation will reveal deep tenderness 
over the joint. Pain is caused by raising of the 
straight leg. 

In strains of the muscles and ligaments around 
the sacro-iliac joints there is localized tenderness 
with a change of posture and resistance to straight 
leg raising, but the gait, the feeling of instability, 
and pain on compression of the ilia are absent. 
Sciatica of different origin may be likewise excluded. 

Tuberculosis as a cause of sacro-iliac conditions 
is not demonstrated by the roentgenogram until the 
disease is advanced. Abscess, a common complica- 
tion, occurs in adolescence and early adult life. 
Gonococcal arthritis usually involves the sacro- 
iliac joints with other joints; it rarely involves them 
alone. Toxic arthritis, which is common, may begin 
insidiously or follow a chill or minor injury. 

Undue relaxation of the sacro-iliac joints is a 
common congenital anomaly. It is increased by 
repeated strain, particularly that incident to par- 
turition. Normal stability is restored after uterine 
involution, but in some instances, after premature 
activity, a chronic back pain develops. This strain 
may result also from trauma or a habitually poor 
posture associated with flat-foot, genu valgum, 
lordosis, etc. 

In the treatment of tuberculous and other forms 
of arthritis, prolonged immobilization by means of a 
Thomas frame or plaster bed is necessary. For 
tuberculous cases Verrall suggested fusion, either 
by partial resection of the joint or by the Smith- 
Petersen countersunk block of the ilium. He has 
used a tibial graft across the joint with good results. 
In strains and subluxations manipulative methods 
have proved efficacious. These should be followed 
by rest in bed and permanent support by means of 
apparatus. 

MENNELL stated that affections of the sacro-iliac 
joints are more a neurological than an orthopedic 
problem and as treatment advocated manipulation 
and support. With regard to the diagnosis he called 
attention to Baer’s sacro-iliac point of tenderness 
which is situated on a line from the umbilicus to the 
anterior superior spine and 2 in. below the umbilicus. 

Cyrtax called attention to the following additional 
symptoms: (1) alterations in the relative positions 
of the anterior and posterior spine; (2) an increase 
of pain on attempts to move the bone as if to increase 
the displacement; and (3) a decrease of pain on 
attempts to move the bone in the opposite direction. 
Tuberculous and other joint involvements are often 
started by subluxations, and subluxations are much 
more prevalent than is generally believed. 

RotH stated that the diagnosis depends upon a 
history of sudden strain, pain referred to the back 
of one or the other joint, and deep tenderness over 
the back of the involved joint. The treatment is 
manipulation followed by support. 


. 


EmSLIE added as a diagnostic sign a flattening of 
the lumbar spine and sacrum so that the latter 
assumes an almost vertical position. 

FAIRBANK emphasized the importance of good 
roentgenograms in the differential diagnosis, and 
stated that operative treatment is still open to 
question. Bone-grafting operations are not indi- 
cated in the presence of abscess formation in the 
joint. Rupotr# §S. Reicu, M.D. 


Von Dittrich, K.: Astragalectomy in Club-Foot 
(Zur Frage der Talusexstirpation bei Klumpfuss), 
Arch. f. klin. Chir., 1924, cxxxii, 332. 

As the result of careful anatomical studies on 
pes varus the author has come to the conclusion that 
the astragalectomy proposed by a number of 
surgeons has no physiological justification in club- 
foot. The most important finding of a study of four 
specimens of club-foot was the fact that the trochlea 
of the astragalus is always in an anatomically cor- 
rect position in the malleolar fork and there is no 
luxation. Next to the astragalus, around which all 
of the other bones of the tarsus and metatarsus 
turn as around a fixed pole, the most deformed bone 
in club-foot is the os calcis. This bone is in a posi- 
tion of supination and abduction. Under the influ- 
ence of weight-bearing, the two bones of the leg 
which are first rotated inward in infantile club-foot 
subsequently undergo torsion outward. The meta- 
tarsal bones are twisted into an S-shape, and the 
ligaments undergo a change in their course in 
accordance with the deformity and the compression 
of the astragalus. 

As the astragalus is the weight-bearing surface of 
the arch of the foot, it is the most important bone 
from the static and mechanical standpoints. It 
must therefore remain intact with the important 
upper part of the ankle. 

The proper treatment of club-foot is the modeling 
reduction or, in severe cases, the wedge-shaped 
resection of the tarsus or the Wilms exchange of 
wedges. Wittek claims that, whenever possible, the 
latter two methods should be associated with trans- 
plantation of the extensor longus hallucis or the 
tibialis anticus tendons to the lateral aspect of the 
distal fragment of the tarsus in order to fix the cor- 
rected position by means of muscles. 

VoLLHARDT (Z). 


FRACTURES AND DISLOCATIONS 


4 


Jones, Sir R.: Crippling Due to Fractures: Its 
Prevention and Remedy. Brit. M.J., 1925, i, 909. 


The author believes that the equipment of the 
large teaching hospitals for the treatment of frac- 
tures is decidedly inadequate. The treatment is 
left entirely to hospital residents who have not re- 
ceived the proper instruction in the care of recent 
fractures in a medical school and as house officers 
do not receive proper supervision and guidance by 
a thoroughly experienced senior surgeon. Fractures 
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are often put up in plaster of Paris and left until it 
is time for the removal of the bandage. 

From the patient’s standpoint the chief object of 
the treatment of a fracture is the restoration of 
function and the period of convalescence must be 
as short as possible. The medical student is apt to 
place the treatment of fractures in a subsidiary 
position. After he has qualified for practice he real- 
izes how little he knows of the subject and very 
often comes to grief because his training has been 
inadequate. 

The author cites a few of the common mistakes in 
treatment. He states that end-to-end apposition 
with imperfect deflection of the body weight is more 
serious than a slight overriding with good functional 
alignment. Very frequently in the cases of elderly 
persons a fracture of the neck of the femur is left 
untreated, and shortening, adduction, and outward 
rotation result whereas proper treatment would have 
restored function. Deformity of the shaft of the 
femur very often develops because of faulty support 
at the site of the fracture. 

Muscle spasm is commonly offered as an excuse 
for poor results, but this can be easily controlled by 
placing the muscle at rest. Poor results are often 
due to treatment of some of the long bones as 
straight bones. In Potts’ fracture the dislocation is 
frequently left unreduced. In the upper extremity 
stiffness of the elbow often follows a fracture in the 
elbow joint because of improper reduction of the 
fragments. 

The author warns against the growing tendency to 
apply plaster of Paris immediately as immediate 
reduction is not always possible. He calls attention 
also to the fact that unless plaster is properly ap- 
plied, circular compression and partial sloughing 
may result. Delayed union and non-union are usual- 
ly the result of nervousness and impatience on the 
part of the surgeon. 

In discussing the after-treatment, the author 
states that the student is not taught the length of 
time the limb should remain at rest or what, if any, 
after-care should be employed. As a result, patients 
often are allowed to bear weight on an extremity with 
a soft callus and an angulation deformity is produced. 
Very few students are instructed as to the proper 
application of physiotherapy. Few are taught to 
distinguish between joints which may be moved and 
those which may not, or how to hold a broken arm, 
how to elicit crepitation, how to prevent muscle 
spasm, or how to reduce deformity. 

For a fracture clinic the following recommenda- 
tions are made: 

1. Segregation of in-patient fractures into wards 
under the control of a special surgical unit or special 
wards not assigned to one unit alone. 

2. A special out-patient clinic to be included with 
the fracture wards as a part of the general scheme 
and under the control of the surgeon in each of the 
fracture wards. 

3. A surgeon in each fracture ward to act as a 
consultant, a director of a unit, and someone in 


whose practice and teaching the treatment of frac- 
tures will be maintained during all of his active 
surgical career. Fracture wards should form a part 
of the orthopedic service. 

The fracture team should consist of one or more 
surgeons 
assistant with special qualifications for the position 
who should serve for a period of sufficient length to 
make him an expert in the training of students, and 
a physiotherapist, preferably the chief of his depart- 
ment. The house surgeons should attend the clinic 
as part of their duties. In addition, there should be 
dressers and clinical assistants. A specially trained 
nurse should be in charge of the fracture ward. Ac- 
cording to Platt, about 10 per cent of the hospital 
beds should be reserved for cases of fracture. 

With regard to the plan of instruction the author 
suggests that there should be at least twelve com- 
pulsory attendances in an out-patient fracture clinic 
for all senior students. Instead of formal lectures, 
there should be clinical demonstrations in which 
groups of fractures are collected and compared and 
instruction given in relation to diagnosis, prognosis, 
end-results, and particularly the principles that un- 
derlie the prevention and correction of deformity. 
The X-ray department should be closely related to 
the fracture clinic. Students should have access to 
its facilities, but should be taught to form a clinical 
impression of cases without too much reliance on 
roentgenograms. 

Hospital staffs should select the simplest and most 
useful splints and students should be instructed in 
their correct application. Rupotpx S. Reicu, M.D. 


Fredet: Osteosynthesis (Sur he egeaaaaaae Bull. 
et mém. Soc. nat. de chir., 1925, li, 

Riche: Osteosynthesis (A propos tie r ostéosynthése). 
Bull. et mém. Soc. nat. de chir., 1925, li, 11. 


FREDET agrees with the criticism that metallic 
osseous suture delays consolidation and sometimes 
causes softening of the callus. Secondary deformity 
results even after coaptation has been rigorously 
maintained with metallic ligatures. Such deformity 
may appear a few months after the operation. 

Metallic cerclage has serious disadvantages as 
it is more irritating to the bone than plates and does 
not prevent the bending of soft callus. With the 
Lambotte modification, however, it is very suitable 
for the treatment of oblique fractures of the tibia. 
In the leg, it seems best to remove the wire when 
the fragments appear to be consolidated and then 
to immobilize the limb in plaster for from three 
weeks to a month. In the case of the humerus this 
is not necessary. Conditions vary for the different 
bones so that what is suitable for one may not be 
suitable for another. 

With the Putti-Lambotte modifications, the 
temporary osteosynthesis recommended by Ombré- 


‘danne for children can be applied to adults in the 


treatment of certain conditions such as oblique 
fracture of the tibia. In other cases, Lambotte’s 
external fixation apparatus may be employed with 
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advantage. Fredet used it with good results in 
three cases. 

Secondary deformity due to disturbance in the 
formation of the callus occurred in about half of the 
cases in which wire cerclage with the Putti-Lambotte 
modification was employed. 

RIcHE is of the opinion that the indications for 
osteosynthesis are especially definite in oblique frac- 
tures of the leg and forearm. He employs it most 
frequently for oblique fractures of the leg. He uses 
galvanized iron wire which is well tolerated and has 
many advantages. 

Riche states that it is now well known that osteo- 
synthesis should not be delayed more than eight 
days after the accident; it should be done early 
while the tissues are supple and coaptation is easy. 
The longer it is deferred the more difficult is its 
execution. W. A. BRENNAN. 


Borchgrevink, O.: Wire Extension (Die Drahtex- 
tension). Acta chirurg. Scand., 1925, lviii, 627. 

During the last twelve years the author has used 
a bronze-aluminum wire instead of Steinmann’s pin. 
The wire extension does everything that the spike 
extension does and has several advantages in addi- 
tion. It can be used for cross-traction and also for 
traction on fragments and bones which are too small 
to be pierced with the pin. The thin wire does not 
cause any sequestration in the canal through the 
bone, and its use is attended by less pain, quicker 
healing, and less risk of infection. It can therefore 
remain in place to the termination of the treatment. 

The instruments necessary for wire extension are 
a drill from 12 to 14 cm. long with an eye close to 
the point, a fairly thick bronze-aluminum wire, and 
calipers to stretch the wire during extension. 

The drill having been driven through the bone 
under local anesthesia, the sterile metal wire is put 
through the eye of the drill and drawn with the drill 
back through the bone. Both ends of the wire are 
then fastened to the screws or holes of the calipers, 
the wires being kept as taut as possible by compress- 
ing the distal limbs of the calipers. ~ 

The wire is kept sterile by applying to it at both 
drill holes, morning and night, a swab of gauze 
moistened in an antiseptic solution. Weight and 
traction are used as in pin extension. 

In extension of the leg and foot, the os calcaneum 
is drilled through from without inward. In traction 
on the thigh, either the tibial tubercle or the femoral 
condyles are drilled. Light thigh extension can be 
obtained by traction on the os calcis. 

In wire extension of the upper extremity the 
lower end of the radius is drilled in a dorsoventral 
direction or the olecranon is perforated from one 
side to the other. In traction on the os calcis and 
on the arm the extremity is placed on a single in- 
clined plane, and in traction on the thigh on a 
double inclined plane, at an angle between 25 and 
30 degrees for both the hip and the knee. 

For cross-traction the wire is usually brought 
around, seldom through, the bone. Cross-traction 


can be employed on the foot in cases of fractures as 
well as after operations for the correction of contrac- 
tures and mal-union. By the application of cross- 
traction around the metatarsal bones at several 
points and, if necessary, through the tarsal bones, a 
gentle modeling action on the foot can be obtained. 

Cross-traction is employed most frequently and 
is of the greatest importance in fractures of the 
ankle, especially fractures of the lower third of the 
fibula. In all such cases the aim is to prevent a 
permanent diastasis of the malleolar bifurcation 
and, in cases in which the internal malleolus and 
the astragalus are dislocated outward, to replace 
them in their proper position with the aid of the 
external malleolus. For these purposes lateral cross- 
traction is applied at the upper end of the distal 
fragment of the fibula, which is drawn outward. The 
external malleolus, which is hereby tilted inward, 
then pushes the astragalus and the separated in- 
ternal malleolus in front of it. In other parts of the 
leg and in the thigh, cross-traction by means of 
metal wire is used only where adhesive tape cannot 
be applied. 

In the upper extremity, cross-traction with 
dorsoventral wires through the distal fragment may 
often be used to advantage when the dislocation 
in epiphyseal fractures of the radius cannot be 
reduced in any other way. Dislocations toward the 
interosseous space in fractures of the shaft of the 
bones of the forearm can be easily reduced by trans- 
verse traction. A roentgen control of the effect of 
the traction is more necessary in these cases than 
in any others. In both the upper and lower extrem- 
ities cross-traction should almost always be com- 
bined with longitudinal traction. 


Moorhead, J. J.: Skeletal Traction in Certain Frac- 
tures. Am. J. Surg., 1925, XXxix, 113. 


Moorhead describes skeletal traction as the inter- 
mediate procedure between the closed and open re- 
duction of fractures. The traction is obtained by 
the use of the nail, the tongs, or the stirrup. The 
method is especially valuable in the reduction of 
simple or compound fractures of the femur, tibia, 
and humerus. The danger of infection is reduced to 
the minimum by keeping the exposed parts of the 
traction apparatus moistened with a saline solution 
of iodine (1 dr. of iodine to a pint of saline solution). 

The author begins the traction with the maximum 
weight—from 30 to 40 lbs. for the femur, from 10 to 
20 Ibs. for the tibia, and from 5 to 15 lbs. for the 
humerus—and raises the foot of the bed from 8 to 
12 in. for countertraction. 

This traction is removed as soon as fibrous union 
sets in (after from one to three weeks), and a plaster 
cast is then applied for from four to ten weeks. On 
the removal of the plaster cast a walking caliper 
splint is applied for from four to eight weeks. 

After using this method for twelve years Moorhead 
believes that it deserves wider application in the 
treatment of selected recent and old fractures. 

CuesTeR C. ScHNEIDER, M.D. 
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Siris, I. E.: Elbow Fractures and Dislocations: 
Treatment and Analysis of 181 Cases at Belle- 
vue Hospital, New York. Surg., Gynec. & Obst., 
1925, xl, 665. 


The patients whose cases are reviewed were all 
under 13 years of age. Ninety-six per cent of them 
have been followed after discharge from the hos- 
pital. It was found that the initial reposition and fix- 
ation were of less importance than the after-care, 
and that accurate anatomical approximation of the 
fragments was not essential for the complete resto- 
ration of bony contour and function. Function may 
return even in cases with considerable displacement 
and overriding of the fragments. 

Of the 181 cases, 61 per cent were supracondylar 
fractures, 12.7 per cent posterior dislocations of the 
radius and ulna, 11.6 per cent fractures of the ex- 
ternal condyle, 11 per cent fractures of the inter- 
nal condyle, 2.7 per cent fractures of the head of 
the radius, and 1.6 per cent fractures of the ole- 
cranon. 

Not infrequently the roentgenogram demonstrated 
a fracture which was not detected under the fluoro- 
scope. In six cases no fracture could be demon- 
strated with the X-ray when there was every clinical 
evidence of its presence. Early reduction of the de- 
formity under general anesthesia and with the aid 
of the fluoroscope is recommended. After the reduc- 
tion of a fracture about the elbow the limb was put 
in the position of acute flexion except in cases of 
fracture of the olecranon. 

In fractures of the internal condyle the forearm 
was pronated and acutely flexed. In cases of injury 
at the external condyle full supination is advisable. 
In cases of fracture of the head or neck of the radius 
the arm was put in flexion and supination for three 
or four weeks. Fractures of the olecranon were 
treated in full extension for three or four weeks in a 
plaster cast. At the end of the second week partial 
active flexion was permitted and the cast re-applied. 

Pulley suspension in a Thomas splint with the 
arm in flexion was used when swelling or blisters 
prevented reduction or when the fracture was com- 
pound. Compound fractures in children are best 
treated by débridement, Carrel-Dakin sterilization, 
and suspension in flexion followed by active motion. 
Open operation is not indicated even in marked dis- 
placement of fracture fragments in children, as good 
function will result if active motion is begun early. 

In the majority of the injuries under discussion, 
partial fixation by adhesive strapping of the arm in 
acute flexion was the method of choice. This per- 
mitted some active motion without danger of dis- 
turbing the fragments. If the apposition was good, 
the dressing was not disturbed for two weeks. In 
cases in which the displacement had not been entirely 
corrected the acute flexion was maintained for three 
weeks and at the end of that time the range of mo- 
tion was gradually increased. 

If the patient was unable to obtain the initial 
degree of flexion while the extension was being in- 
creased, the elbow was replaced in acyte flexion for 


a week longer. The forcing of motion under anas- 
thesia in protracted cases and too active massage 
and passive motion are to be condemned as these 
practices stimulate the formation of exuberant 
callus. 

Cases of muscular spasm were treated by rest for 
one or two weeks followed by gradually increased 
active exercise. Nerve compression most common- 
ly affects the musculospiral nerve and is not always 
permanent. In seven of the cases reviewed, trau- 
matic myositis ossificans occurred as the result of 
too vigorous massage and passive motion and cleared 
up when the trauma to the brachialis anticus was dis- 
continued. Volkmann’s ischemic paralysis, which 
occurred in four cases, responded best to the use of a 
hinge splint with the wrist and fingers in hyperex- 
tension. Cuester C. Guy. M.D. 


Sever, J. W.: Fractures of the Head and Neck of 
the Radius: A Study of End-Results. J. Am. 
M. Ass., 1925, Ixxxiv, 1551. 

The author reports the end-results in twenty-eight 
cases of fracture of the head and neck of the radius 
and reviews the literature. 

The mechanical force required to produce a sim- 
ple impaction of the neck or a vertical crack of the 
head is probably a straight thrust parallel with the 
long axis of the radius. Occasionally this is associ- 
ated with dislocation of the elbow joint. 

The symptoms of a fracture of the head or neck of 
the radius are severe pain on attempted supination 
and tenderness on localized pressure over the head. 

The treatment should be based on the X-ray 
findings. In cases of horizontal crack it should con- 
sist in the application of an internal angular splint 
for about two weeks followed by massage, baking, 
and active and passive motion. 

Simple impacted fractures require no operation. 
If there is displacement, operation is the treatment 
of choice. Chips of bone which might block motion 
should be removed. 

When there is complete separation of the head 
and neck with displacement, the head and neck 
should be removed nearly to the bicipital tubercle. 

In three of the twenty-eight cases reviewed there 
is fair function; in eighteen, a perfect result; and in 
seven a good functional result but an imperfect 
anatomical result. Rospert V. Funsten, M.D. 


Montgomery, A. H.: Separation of the Upper 
Epiphysis of the Radius. Arch. Surg., 1925, x, 961. 
Montgomery reports the case of an 11-year-old 
girl who sustained a complete traumatic separation 
of the upper radial epiphysis. The epiphysis lay 
free in the joint cavity posterior to the condyle. The 
orbicular ligament was not injured. The epiphysis 
was replaced by open operation. Two years later 
function had completely returned, there was no 
deformity, and the roentgenogram showed the epiph- 
ysis of the injured radius united with the shaft al- 
though the epiphysis of the other arm was still 
ununited. 
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A review of the literature demonstrates that this 
injury is rare. Broca reported four cases but did not 
mention the results. Stoecklin reported a case in 
which treatment with heat, passive movement, and 
massage was followed by a good result except for 
slight limitation in supination. 

Separation of the epiphysis should always be con- 
sidered in all injuries of the elbow joint with tender- 
ness and pain on movement of the head of the 
radius. In young children it is difficult to make a 
diagnosis with the X-ray, and in many cases a 
diagnosis is possible only at open operation. 

RupotpH S. Reicu, M.D. 


Zadek, I.: The Treatment of Epiphyseal Separa- 
tion of the Lower End of the Radius. Arch. 
Surg., 1925, X, 969. 

Since the radial epiphysis unites in about twenty 
years, epiphyseal separation occurs before the 
twentieth year of age. The cause is the same type of 
injury as that which produces a Colles fracture. 

Separation of the lower radial epiphysis and Colles’ 
fracture differ in the following respects: 

1. In Colles’ fracture the styloid process of the 
ulna is broken off in 50 per cent of the cases whereas 
in epiphyseal separation, when the ulna is broken, 
the break is at a higher level. 

2. In Colles’ fracture there is usually radial 
deviation of the lower fragment. This does not 
occur in epiphyseal separation. 

3. The periosteum is more firmly attached to the 
epiphysis than to the shaft of the long bones. In 
epiphyseal separation the stripped-up periosteum 
remains fixed to its dorsal attachment, which later 
produces a band of bone. In cases of more than two 
weeks’ duration without reduction this callus pre- 
vents reduction until the band is severed by open 
operation. 


4. The small fragment of bone from the lower 
dorsal end of the diaphysis just proximal to the 
epiphyseal line is broken off and displaced with the 
epiphysis. 

Cases without reduction of the epiphyseal sep- 
aration have been reported in which subsequent 
examination showed the injured wrist to be identical 
with the normal one. There have been other cases, 
however, in which interference in bone growth has 
resulted with consequent deformity of the wrist. 
This is more likely to occur in cases without reduc- 
tion than in those with reduction. 

The treatment is essentially the same as that of 
Colles’ fracture. After reduction the wrist should be 
put up in palmar flexion of about roo degrees in a 
plaster bandage extending from the metacarpo- 
phalangeal joints to the upper end of the forearm. 
This bandage should be worn for from two and one- 
half to three weeks. Zadek reports five cases of 
epiphyseal separation of the lower end of the radius. 

Rupopu S. Reicu, M.D. 


Muller, G. P.: Fracture of a Bone Graft. Ann, 
Surg., 1925, Ixxxi, 1198. 


Muller reports the case of a 22-year-old woman 
who had a tibial graft inserted in the medullary 
cavity of the right tibia following the excision of a 
benign bone cyst. Five months after the operation 
the graft was found united at both ends and there 
was evidence of new bone formation. Six months 
after the operation the graft was fractured. The leg 
was then placed in a plaster cast. Seven months 
later there was partial union of the fragments. 
Today, four years after the operation, the lower 
part of the graft is nearly as thick as the tibia but 
the upper end is not similarly developed. The 
patient walks without a limp but there is 4% inch 
of shortening. Rupotpu §S. Reicu, M.D. 





, 


in, 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Boas, E. P.: The Clinical Significance of Recent 
Studies of the Capillaries. Boston M. & S. J., 
1925, cxcii, 1085. 

In the capillaries the vital function of the cir- 
culation is achieved, as it is in these vessels that the 
exchange between the tissues and the blood takes 
place. More than fifty years ago Rouget showed 
that, affixed to the outer capillary wall, there are 
scattered cells of irregular shape which send out 
processes resembling pseudopodia to encircle the 
capillary. Vimtrup demonstrated that these cells 
have the power of contracting, and that changes in 
their shape correspond to changes in the caliber of 
the capillary vessel. 

As the result of the direct action of metabolites, 
the capillaries respond to the local needs of the tis- 
sues by dilatation when there is an excess of carbon 
dioxide and by contraction when this excess is re- 
lieved. They are under the control also of the cen- 
tral nervous system and are probably influenced by 
certain internal secretions. 

The variations in capillary tone may have an ef- 
fect on the general circulation. At any one time only 
a small fraction of the capillaries are functioning and 
filled with blood. The reserve capillaries enable the 
circulation to handle a sudden flooding such as oc- 
curs in the course of a transfusion. Conversely, it is 
readily seen how a profound disturbance of tone or 
function of the entire capillary system may be re- 
flected in general disorders of the circulation, as in 
shock. 

Recent studies suggest that the capillary paralysis 
induced by toxemia is responsible for the circulatory 
failure that accompanies many infections such as 
pneumonia. It seems evident that abnormal con- 
striction of large areas of the capillary bed must in- 
crease the peripheral resistance to the blood stream 
and thereby give rise to abnormal dynamic condi- 
tions in the circulation. 

The study of the living capillary was made pos- 
sible by Lombard’s discovery that if a drop of oil is 
placed on the skin the minute dermal blood vessels 
are rendered visible through the microscope. 

In the constitutional disorder called by Mueller 
“vasoneurotic diathesis” the capillaries are elon- 
gated, the arterial limb is narrow, but the venous por- 
tion is thick and often convoluted. Acrocyanosis 
presents the same picture. In Raynaud’s disease 
the capillaries are greatly distorted and giant forms 
are not infrequently seen. Recently Mueller has de- 
scribed similar changes in patients operated upon for 
gastric ulcer. 

In persons with hypertension the capillaries are 
usually long and thin, and if there is considerable 


arteriosclerosis are apt to be convoluted. Krogh 
emphasized that, with dilatation, the walls of the 
capillaries become attenuated and thus more per- 
meable to the blood plasma. The bearing of this on 
inflammation and cedema is self-evident. 

J. Frank Dovucurty, M.D. 


Haselhorst, G.: Experimental Studies on Venous 
Air Embolism (Experimentelle Untersuchungen 
ueber venoese Luftembolie). Arch. f. Gynaek., 1924, 
cxxii, 632. 

By means of experiments the author attempted 
to discover the cause of death in venous air embolism 
—whether the death is primarily a cardiac death, or 
the result of embolism of the pulmonary vascular 
system, or due to cerebral embolism. Dogs were 
chosen as the experimental animals as Haselhorst 
believes that the fatal dose of air is about the same 
for large dogs as for man. Various amounts of air 
were injected into the femoral vein by means of a 
syringe, and the animals examined by the X-ray, 
vivisection, and necropsy. 

When venous air embolism was produced, air 
was not found in the vessels beyond the lungs (pul- 
monary veins, left heart. greater circulation), but 
could be readily demonstrated in the right heart, 
the pulmonary artery and its larger branches, and the 
large veins near the heart. Since the lungs thus form 
an absolute bar, the occurrence of cerebral embolism 
is doubtful. 

In many of the dogs a bulging of the right heart 
in the region of the air bubble was noted in the X-ray 
examination. As a rule this disappeared in a short 
time after the air and blood became mixed. Since 
this was not demonstrated in all of the animals and 
did not depend upon the amount of air injected, it 
is to be assumed that the strength of the ventricular 
wall had something to do with its appearance. True 
overdilatation of the heart occurs only when the 
heart is no longer able to meet the demands made 
upon it. It is not caused by the mere presence of 
the air bubble in the right ventricle (as is evident 
from the futility of cardiac puncture), but is due 
chiefly to the sudden abnormal increase of pressure 
in the right heart and pulmonary artery as the result 
of embolism of the large and small branches of the 
pulmonary artery. 

Because of this obstruction. the left heart and the 
greater circulation obtain too little blood, the pres- 
sure sinks, and the heart as well as the other organs 
suspend their function because their nutrition is 
inadequate. 

Therefore, death from lung embolism is not prima- 
rily a cardiac death and is not produced by brain 
emboli, but is the result of suffocation eccasioned by 
embolism of the vascular system of the lungs. The 
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heart insufficiency is merely secondary to the ob- 
struction of the circulation. SCHULTHEISS (Z). 


Meleny, F. L., and Miller, G. G.: A Contribution 
to the Study of Thrombo-Angeitis Obliterans. 
Ann. Surg., 1925, |xxxi, 976. 


Thrombo-angeitis obliterans is a common condi- 
tion in China. Twenty-four cases in and around 
Pekin presented practically all of the pathological 
features of the disease described by Buerger. 

The process appears to be an inflammatory one, 
attacking the large and small arteries and veins in 
an irregular manner and causing thrombosis and 
obliteration. It is not necessarily progressive either 
from below upward or from above downward. 

The nutrient arteries of the nerves are frequently 
the site of the process. This fact may explain the 
constantly associated severe pain. 

As the result of the blocking of blood vessels an 
extensive collateral circulation develops. In some 
cases the collateral development can keep pace with 
the obliterating process and maintain the circula- 
tion. When this does not occur, more or less ex- 
tensive gangrene develops. 

In cases in which there is general and local evi- 
dence that the collateral circulation can keep pace 
with or outrun the obliterating process and the 
gangrenous area is small, the treatment should be 
conservative operation. In other cases it should be 
radical operation. General treatment is of avail 
only in borderline cases. Cart R. Stemnke, M.D. 


Babcock, W. W.: Traumatic Aneurism Treated by 
Excision and End-to-End Arterial Suture. Ann. 
Surg., 1925, \xxxi, 1150. 

Babcock reports nine cases including seven 
aneurisms in which arterial suture was used. In the 
case of two small aneurisms which were seen in civil 
practice—one of the radial and the other of the 
brachial artery—an enfolding or lateral suture was 
done. The five others, which were due to gunshot 
injuries, were treated by excision and end-to-end 
suture with fine silk. The Carrel method was em- 
ployed. In several cases the union was reinforced 
by a cuff of fascia wrapped circularly or spirally 
over the line of union and tacked in place by a few 
very fine interrupted silk sutures. After suture, the 
arteries were buried in a vascular, intermuscular 
plane and the wound was closed without drainage. 
It was found safe to stretch the shortened artery 
by extending the flexed limb progressively 2 degrees 
on a measured arc each day. Good results were ob- 
tained in all of the cases. Six cases are reported 
briefly and the article is supplemented with ten 
illustrations. Cart R. StTeInKE, M.D. 


Stuckly, L. G.: A Case of Ligation of the Inferior 
Vena Cava (Kin Fall von Unterbindung der Vena 
cava inferior). Festschr. 2. 140 Jubil. d. Obuchoff- 
Krankenh. Leningrad, 1924, p. 100. 


An operation on a 17-year-old girl for the removal 
of a tumor in the right hypochondrium revealed a 


sarcoma arising from the prevertebral fascia and 
adherent to the right ureter and the inferior vena 
cava. On separation of the adhesions the inferior 
vena cava was injured. As lateral ligation and lateral 
suture of this vessel were impossible on account of 
the thinness of its walls, the vein was ligated above 
and below the site of rupture. The course of heal- 
ing was normal and not complicated by signs of 
stasis. Eight months after the operation only a 
very slight oedema was demonstrable on the dorsal 
aspects of the feet. Bock (Z). 


Thompson, J. E.: Ligature of the Common Iliac 
Artery. Texas State J. M., 1925, xxi, 15. 

Ligation of the common iliac artery is a compara- 
tively rare operation, only ninety-five cases having 
been reported in the literature. The infrequency 
of this operation is dependent upon two factors, 
namely, the rarity of aneurisms of the common iliac 
artery and the fact that direct wounds of this artery 
are usually fatal within a few minutes. 

The common iliac arteries are the terminal 
branches of the abdominal aorta. Each is about 2 in. 
long and divides into two terminal branches, the 
external and the internal iliac artery. While both 
arteries are retroperitoneal, they are easily accessi- 
ble by the intraperitoneal route, either by passing 
through the peritoneal lining of the posterior body 
wall or by stripping the peritoneum upward and 
laterally. The transperitoneal incision is preferable 
as it enables the operator to determine the exact 
position of the artery and if its ligation is impossible, 
it enables him to ligate the abdominal aorta with 
greater ease. 

After ligation of the common iliac artery, blood 
reaches the lower extremity by another route. The 
lumbar and the median sacral arteries which are 
branches of the lower abdominal aorta anastomose 
with the iliolumbar and lateral sacral arteries which 
are important branches of the internal iliac artery. 
The blood can then pass upstream along the internal 
iliac, around into the external iliac, and so down into 
the femoral artery or downstream along the inferior 
gluteal, through the crucial anastomosis, and along 
the chain of perforating arteries into the femoral or 
popliteal artery. 

The volume of blood passing along each of these 
channels will depend upon the peripheral resistance, 
and in case of aneurism, whether or not the aneu- 
rism consolidates. The visceral arteries play a very 
small part in the anastomosis. The inferior epigastric 
and deep circumflex iliac arteries, branches of the 
external iliac, anastomose freely with the superior 
epigastric and branches of the iliolumbar arteries, 
and are of great value as anastomotic channels after 
ligation of the external and common iliac arteries. 
Abdominal incisions should therefore be made so as 
to avoid injurying these arteries. A midline incision 
is advisable. 

It is evident that under normal anatomical con- 
ditions ligation of the common iliac artery is 4 
reasonably safe operation because the collateral 
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channels are able to carry enough blood around the 
obstruction to keep the lower extremity alive and 
in good condition. Halstead regards the danger of 
gangrene as slight and states that in a general way 
the larger the artery or the nearer it is to the heart, 
the less the impairment of circulation following its 
ligation. 

The author considers ligation: of the external iliac 
artery a safer operation for iliofemoral aneurism 
than ligation of the common iliac as it causes less 
disturbance of the channels of anastomosis, forcing 
the blood through one rather than two sets of 
anastomoses. For the cure of gluteal aneurisms, he 
regards ligation of the internal iliac as preferable 
to ligation. of the common iliac as it interferes less 
with the circulation to the leg. He reports in detail 
eight cases, three of which have not been reported 
previously. Cyrit J. Graspet, M.D. 


BLOOD; TRANSFUSION 


Ward, G. G.: Prophylactic Blood Transfusion as a 
Routine Measure in Poor Operative Risks. 
J. Iowa State M. Soc., 1925, xv, 198. 


Ward has found that in cases of secondary 
anemia the pre-operative transfusion of 500 c.cm. 
of blood is sufficient to bring the condition of the 
blood up to the limits of safety. He uses the direct 
method and the technique of Unger. For the classi- 
fication he employs the Moss and the hanging drop 
method. In addition, he matches the donor’s and 
recipient’s bloods directly for at least thirty minutes. 
He draws the following conclusions: 

1. Blood transfusion should be employed as a 
routine prophylactic measure before operation much 
more frequently than is done at present, especially 
in gynecological cases. 

2. Every intern on graduation from the hospital 
should know the necessary blood-typing and blood- 
matching technique and should be able to perform 
a blood transfusion, preferably by the direct method. 

3. In many cases, 500 c.cm. of blood are sufficient 
for a prophylactic transfusion. This amount is not 
sufficient to cause the donor distress. 


4. The quantity of blood lost in many gyne- 
cological operations is not always appreciated by 
the operator and should be considered especially 
when the condition of the patient’s blood is poor. 

5. While posttransfusion reactions occur in about 
25 per cent of cases, they are usually not serious if 
the donor’s and recipient’s blood have been directly 
matched, and they do not appear to mitigate the 
benefits of the transfusion. 

6. If pre-operative transfusion were more gener- 
ally adopted, it would result in an appreciable 
improvement in mortality and morbidity statistics. 

Emit C. RositsuHek, M.D. 


Janes, M. L.: The Comparative Value of Blood 
Transfusion and Blood Tonics in Secondary 
Anemias. Am. J. M.Sc., 1925, clxix, 563. 


The effect of standard drugs (Fowler’s solution, 
cacodylate of iron, Blaud’s pills, Basham’s mixture, 
saccharated ferrous iodide, ammonio-citrate of 
iron) and of blood transfusions was studied in the 
cases of ten young or middle-aged persons suffering 
from secondary anemia due to acute or chronic 
illness. The patients were instructed to continue 
their ordinary diets. During the course of treat- 
ment hemoglobin estimations by the Sahli method 
and red cell counts were made at five-day intervals. 

After thirty days of the administration of any of 
the drugs mentioned the average gain in hemo- 
globin was only 5 per cent and the average gain in 
the red cells 200,000. Blood transfusion, however, 
caused an average increase of 21 per cent in the 
hemoglobin and of 800,000 in the red cells. The 
author draws the following conclusions: 

1. Persons suffering from secondary anemia due 
to acute or chronic disease regenerate haemoglobin 
and red cells more rapidly, more effectively, more 
completely, and within a shorter period of time 
after periodical blood transfusions than after the 
administration of inorganic iron or arsenic prep- 
arations. 

2. Iron and arsenic preparations have practically 
no beneficial effect in secondary anemia. 

WALTER H. Napier, M.D. 














SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Braun, W.: Late Results of Skin Grafting (Dauerer- 
gebnisse der Hautpfropfung). Med. Klin., 1924, xx, 
1383. 

In this article the author supplements his articles 
of 1920 and 1921 by a review of four years’ expe- 
rience with his method of skin grafting. The prin- 
cipal difference between his method and the usual 
skin-grafting procedures is that in the former the 
transplant is not laid on the wound or granulating 
surface but is implanted in the depths of the gran- 
ulations. The steps of the procedure are as follows: 

1. The grafting is done immediately after the 
formation of a fresh granulation covering, that is, 
two or three weeks after the production of the defect, 
though some necrotic tissue may be present. 

2. A small Thiersch flap is removed under local 
anesthesia. 

3. The flap is divided with the scissors into bits 
from 4 to § mm. square. 

4. The small pieces are implanted obliquely deep 
in the granulations from 3 to 4 mm. with fine forceps 
or a needle so that the granulations close together. 

5. The granulating surface is covered shingle 
fashion with boric salve dressings for two or three 
days. 

6. In the after-treatment the area is at first kept 
covered with dressings moistened in physiological 
salt solution which are changed daily. Later moist 
dressings are alternated with dressings of boric or 
silver nitrate ointment. Mobilization is begun early. 

If epidermization ceases, renewed transplantations 
are made at intervals of two or three weeks. If 
epidermization does not occur in spite of repeated 
transplantations, or if there is evidence of ulcerat- 
ing destruction of the surface already covered, a new 
layer of granulation must be formed by circumscrib- 
ing and incising (ploughing up) the affected area. 

This method is not intended to take the place of 
other methods in every case but is indicated when the 
Thiersch method fails or is not applicable as in ex- 
tensive burns and circular denudations, extensive 
exposure of bone (provided a granulating layer is 
formed), amputations, leg ulcers, etc. SonnTAc (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Freeman, L.: Concerning Wound Infection and 

the Use of Rubber Sponges in the Closure of 


Dead Spaces, Fecal and Urinary Fistula, etc. 
Colorado Med., 1925, xxii, 164. 


When infection is already present at the time of 
operation the likelihood of suppuration is increased. 


A proper technique will prevent many but not all 
wound infections. The occurrence of infection de- 
pends upon the species and number of organisms 
and the resistance of the tissues. It is favored by 
the presence of dead spaces filled with stagnant 
blood, liquid fat, or lymph. The author contends 
that in addition to the usual measures, external 
pressure should be used to prevent the formation of 
dead spaces. 

Since tight bandaging is not desirable, Freeman 
secures the desired results by the use of rubber bath 
sponges of suitable sizes. These exert a constant 
but not excessive pressure. They are placed beneath 
the usual bandages. In cases of operation for cancer 
of the breast a sponge is placed beneath the clavicle. 
In cases of operation for goiter a sponge is placed on 
either side of the neck. Such sponges may be 
applied also beneath a binder to press upon and 
close fecal and urinary fistule. The author finds 
that they often render drainage of a wound unneces- 
sary. Wiu1aM J. Pickett, M.D. 


Browning, C. H., and Gulbransen, R.: The Chemo- 
therapy of Recent Experimental Wound Infec- 
tions: with Special Reference to the Actions 
of Acriflavine. Brit. M.J., 1925, i, 688. 


In experiments on animals the authors found that 
when recent experimental wounds opening into the 
subcutaneous tissue and infected with highly viru- 
lent diphtheria bacilli were treated with neutral 
acriflavine in concentrations of from 1:100 to 1:1,000, 
practically all of the animals survived, whereas, 
when they were treated with a 0.85 or 5 per cent 
solution of sodium chloride acute illness and a fatal 
termination resulted in every instance. 

When acriflavine and carbolic acid were com- 
pared it was found that the ratio of their thera- 
peutic effectiveness exceeds 50:1. This conforms 
with previous estimates of their relative potency. 
In less virulent infections the therapeutic action of 
carbolic acid is evident. 

“Bipp” was found to have practically no effect, 
even on less virulent infections. It appears evident. 
therefore, that the therapeutic effect of this mixture 
depends upon some property other than an anti- 
septic action. SAMUEL Kaun, M.D. 


Young, H. H., Hill, J. H., and Scott, W. W.: The 
Treatment of Infections and Infectious Dis- 
eases with Mercurochrome-220 Soluble: An 
Analysis of 210 Cases That Furnish Many 
Definite Examples of a Therapia Sterilisans 
Magna. Arch. Surg., 1925, x, 813. 


The drug mercurochrome-220 was selected for its 
antiseptic effect from 260 substances investigated. 
It was found that dibromfluorescin could undergo 
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substitution by the germicidal group, and mercury 
was chosen as the active germicide to be substituted 
in the dye molecule. The irritating effect of mer- 
curic chloride is due to the mercury ion. If the metal 
is substituted in an organic compound, such as an 
acid dye, the mercury no longer yields ions and all 
tests for mercury in the compound are negative. 

Following the local application of the 1 per cent 
solution, tissue sections of the urethra, bladder, 
ureter, and kidney show the epithelial cells deeply 
stained. In places, the submucosa also is stained, 
and at times even the muscularis is penetrated. The 
epithelium of the glands emptying into the urethra 
is stained for some distance. 

With regard to toxicity it was found that 10 mgm. 
per kilogram of body weight killed rabbits in twenty- 
four hours. Dogs could tolerate this dose with no 
apparent ill effects. In each case there was a slight 
albuminuria with a reduction in the phenolsulphone- 
phthalein output, but no casts, increase in the urea 
content, or permanent damage to the kidney. 

Following the intravenous injections, the bac- 
teriostatic action of the blood against bacillus coli 
was increased and appeared to be greatest after 
fifteen to forty-five minutes. The bactericidal prop- 
erties of urine following the intravenous injection 
of the drug were discussed by the authors in a pre- 
vious article. The intravenous use of the drug in 
experimental syphilis in the rabbit has also been 
described. When it is given by mouth it modifies 
the intestinal flora and brings about a decrease in 
the bacterial content. After its intravenous injec- 
tion it was found to appear in the bile after about 
fifteen minutes and was bactericidal in that medium. 

The authors report in detail the histories of a 
variety of cases, some of their own and some those 
of other observers. In fifty-seven cases of septicemia 
from various causes in which mercurochrome-220 
was given intravenously the treatment resulted in a 
cure in 34, failed in nineteen, and was of doubtful 
value in four. Of the patients who died none re- 
ceived two injections of 5 mgm. per kilogram. Of 
twenty-one patients with pneumonia, eighteen re- 
covered and three died. 

Of four with perinephritis, all recovered. In 
twenty-three cases of pyelonephritis there were 
twenty cures and three failures. In three cases of 
cystitis and prostatitis the treatment was followed 
by recovery in two and failed in one. One case of 
chronic chancroidal infection which had resisted all 
other methods of local and general treatment was 
promptly cured. In twenty-three cases of gonococcus 
infection there were thirteen cures and ten failures. 
A cure was obtained in ten of twelve cases of gonor- 
theeal arthritis; in two, the results were doubtful. 


Of five cases of multiple arthritis, four were cured 
and one was benefited. 

Eight cases of erysipelas and four of furunculosis 
were cured. In seventeen cases of cellulitis there 
were fourteen recoveries, one death, and two doubt- 
ful results. Both of two cases of extensive pem- 
phigus were cured. Of three patients with phlebitis, 
one was cured and one died; in the other the results 
were questionable. Five cases of typhoid fever, two 
of acute anterior poliomyelitis, and two of epidemic 
encephalitis were cured. 

Of six cases of meningitis, two were cured and 
four were fatal. One case of Rocky Mountain fever 
and one case of bubonic plague were cured. Of four- 
teen cases of pneumonic and bubonic plague two 
were cured but in the rest the results were doubtful. 
In these cases only one injection of mercurochrome 
was given. One case of scarlet fever was cured. 
In three cases of pulmonary tuberculosis there were 
two failures and one doubtful result. Of four patients 
with peritonitis two died and one was cured. In one 
case the response was doubtful. 

In 44 per cent of the cases there was a general 
reaction following the injection of the drug. This 
may be slight or severe. Diarrhoea followed the in- 
jection in about the same percentage of cases. In 
21.4 per cent stomatitis developed after repeated 
injections. Six cases showed no reaction, and in 
five of them there was definite clinical improvement. 
As a rule, when small doses are given, there is no re- 
action after the first injection. If fever is present 
and 5 mgm. per kilogram are given, there is usually 
a marked febrile reaction followed by a drop in the 
temperature to normal. 

Two deaths followed the injection of the drug. 
One, which occurred in a case of chronic osteomye- 
litis, followed the second injection and was prob- 
ably due to embolism. The other occurred in a case 
of severe pemphigus twenty-four hours after the 
injection. 

The authors have guarded against overenthusiasm 
in this review, and admit that, although effort was 
made to acquire a review of all results, both good and 
poor, it is probable that many negative results were 
not reported. 

With regard to the technique they state that the 
1 per cent solution in freshly distilled water was em- 
ployed. This should not be boiled. In infants the 
peritoneal cavity may be used. The dosage advised 
is 5 mgm. per kilogram of body weight, but in some 
cases favorable results followed repeated smaller 
doses. The reaction usually occurs in three or four 
hours. In rare cases there may be evidence of shock 
requiring the use of restoratives. 

Wituram J. Pickett, M.D. 








PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Holfelder, H.: Would a Further Increase in Capac- 
ity in the Construction of Roentgen-Ray Ap- 
paratus as Regards Tension in the Secondary 
Circuit Be of Any Value in Roentgen Deep 
Therapy, or An Increase in the Amperage of 
Current in the Secondary Circuit Be of Any 
Value in Roentgen Diagnosis? (Kann eine weitere 
Steigerung der Ausmasse im Bau von Roentgen- 
apparaturen in bezug auf die sekundaere Strom- 
spannung fuer die medizinische Tiefentherapie oder 
in bezug auf die sekundaere Stromstaerke fuer die 
medizinische Roentgendiagnostik noch von Nutzen 
sein?) Fortschr. a. d. Geb. d. Roentgenstrahlen, 1925, 
xxxiii, 76. 


Since today it is possible to obtain an effect of the 
roentgen rays on the deep tissues by means of all of 
the so-called high efficiency therapeutic apparatus 
made by various firms and by means of proper cross- 
firing it is possible to obtain a dosage of any desired 
strength on a deep focus while sparing the overlying 
tissues, a further increase in tension with the idea 
of improving the results in deep therapy does not 
seem to offer much prospect of success. 

Even considerable increases in the tension do not 
bring about a much stronger deep effect. All of 
the results of research up to the present time indi- 
cate also that from the use of shorter wave lengths 
more favorable conditions are not to be hoped for. 

Therefore the industrial competition in the manu- 
facture of deep therapy equipment should be stop- 
ped. It makes little difference if this or that appara- 
tus delivers a few kilovolts more or less. Of chief im- 
portance are the clinical experience, technical skill, 
and knowledge of the roentgenologist. Trade com- 
petition is not only unnecessary but dangerous as it 
threatens the quiet and scientific developinent of 
roentgen therapy. The cessation of such competi- 
tion would leave free resources which could be used 
in the all too neglected training of roentgenologists. 

The same facts apply to roentgen diagnosis. In 
this field the effort is now being made to increase 
milliamperage beyond the limits of common sense, 
without stopping to reflect that limits are set, not 
only by the ability of the roentgen tube to withstand 
the strain, but also by the capacity of the high-power 
feed lines, and that these limits cannot be overcome 
by simply increasing the capacity of the transformer. 

HOLFELDER (Z). 


Bovie, W. T.: Physiological Effects of Radiation— 
the Electromagnetic Spectrum. Boston M. & 
S.J., 1925, cxcii, 1035. 

An experiment performed at the State University 
of Maine demonstrated that chicks about one week 


old exposed for five weeks to direct sunlight or the 
rays of a quartz mercury vapor lamp showed 
marked increase of growth as compared with others 
which received only the sunlight which passed 
through the glass roof of the house in which they 
were kept. 

The author comments on this fact to focus at- 
tention upon the spectral limits of the light re- 
sponsible for the results. 

Radiations arranged according to wave lengths 
produce what is known as the “electromagnetic 
spectrum.” To show the approximate location of 
the various rays or waves, the author superimposes 
such a spectrum over a metric scale extending from 
extremes of the unknown. A small section of this, 
taking in especially heat, light, and the more rapid 
vibrations, is expanded to a larger scale and on it 
are indicated some of the characteristic phenomena 
associated with the wave lengths represented. It 
shows that in the sunlight ultraviolet there is a very 
restricted range of wave lengths that are not trans- 
mitted by glass. In comparison with the length of 
the visible spectrum, this restricted range of wave 
lengths may be described as a monochromatic band 
lying at the extreme end of sunlight. Since in the 
experiments mentioned, the chickens grew and 
developed normally in full sunlight, and since they 
did not grow and develop in a normal manner in 
light transmitted by glass, it is evident that chick- 
ens, at least, are vitally dependent upon this narrow 
band of the ultraviolet rays. 

Apotpu Hartunec, M.D. 


MISCELLANEOUS 


Pilling, K.: The Treatment of Rickets by the 
Quartz Lamp with Sensitization by Eosin 
(Rachitisbehandlung durch Quartzlampe mit Sensi- 
bilisierung durch Eosin). Deutsche med. Wchnschr., 
1924, l, 1608. 

By sensitization with fluorescent dyes it is pos- 
sible to produce stronger photochemical reactions 
in treatment with the quartz lamp. Gyoergy and 
Gottlieb were able to increase the effectiveness of 
the radiation treatment of rickets by the oral admin- 
istration of eosin. On the day before each radiation 
the eosin crystals dissolved in water were given at 
each meal. Subsequent examination in twenty-four 
cases confirmed the good results reported. In the 
cases of children who had had craniotabes, the disap- 
pearance of this condition was especially good proof 
of the action of the rays. The advantage of sensitiza- 
tion is chiefly economic; it shortens the treatment 
and thus saves current. No injury has been observed 
from the eosin. LEHRNBECHER (Z). 
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